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TODAY’S HOSPITAL PRACTICES 
~ 


Elastic-weave KERLIX dressings 
cushion and protect difficult 
areas—and go on in half the time! 


Do not wrinkle or lump up. Won’t slip off 
or cause tightness during swelling. Cost 
less, too, because you use fewer dressings. 


Kerlix enables you to come up with a thoroughly 
cushioned bandage in half the time. Its multi-ply 
construction means fewer turns per bandage. And, 
once in place, Kerlix stays in place. 

What makes a Kerlix dressing so unique is the way 
it’s woven. The threads are permanently crinkled by 
a special process to give a mild elasticity to the gauze. 
This crinkliness and the multi-ply thickness are what 
give Kerlix its exclusive quality of fluffiness and ex- 
ceptional conformability. And it means an extra cushion 
of protection, too. 

Kerlix is fully absorbent. It works wonders in hard- 
to-bandage areas like the head and extremities. Or for 
burns or amputations where gentle, even pressure is 
desired. For all its benefits, Kerlix costs far less per 
dressing than ordinary gauze. Call your Curity repre- 
sentative for full details about Kerlix dressing rolls. 


Kerlix phate unestouched 
KERLIX rolls (4% yds. long x 4% inches wide) 
are available in cases of 100 rolls each in- 
dividually wrapped, and in boxes of 12 rolls. 


G it F 
THE K ER) DALL company 
BAUER & BLACK DIVISION 


Do problem areas tax your ingenuity................ dressings unexpectedly pop off............ 
} 


eee Se become uncomfortable because of swelling 


 Multi-ply KERLIX’ rolls 

make cushiony dressings 
with ¥% the turns. 
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Blood 
under pressure 
...Without Fear 
of AirEmbolism 


The danger of air embolism to the patient during pressurized 
transfusions . . . and the tiresome, continuous hand pumping 
necessary to maintain flow pressure with conventional sets, are 
fully eliminated in Amsco Laboratories’ new “460” Pressurized 
Transfusion Set. 

Now a smooth, constant supply of blood flows to the patient 
under an even pressure exerted on the entire unit of blood. The 
blood flow to the patient is instantly adjustable from a maximum 
pressurized flow to slow drip . . . without losing the drip level. 

Essentially, the “460” is divided into two sealed chambers .. . 
one for blood . . . the other for air. Blood is prefiltered through 
eight square inches of filtering surface as it enters the chamber 
from the blood bottle. The entire unit of blood is easily pressurized 
by a few squeezes of a detachable pressure bulb. 

Economically priced, the “460” is ideal for use as the standard 
blood transfusion set, with uniform pressure always instantly 
available. 


@ Operation is easy, positive 
and eliminates worry of 
air embolism .. . without the 
burden of constant pumping. 


Write for convenient 
pocket bulletin MC-543 


LABORATORIES 


ERIE, PENNSYLVANIA 
DIVISION OF AMERICAN STERILIZER COMPANY 


For further information see postcard opposite page 150. HOSPITAL TOPICS 
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A dramatic breakthrough in cleansers for surgical instruments 


Pound for pound, new formula 


SUPER-EDISONITE 


makes twice as much solution 


as other leading cleansers! 


One package (3 lbs., 2 oz.) of Super-Edisonite makes 200 gallons of full-strength 
cleaning solution! And remember, it’s the cost per gallon of solution you get—not the 
cost per pound of cleanser you buy—that makes the important difference. 


Why guess? We urge you to compare Super-Edisonite with your present old- 
fashioned dry detergent powder. Compare them for cost per gallon of solution . . . and 
your choice will be Super-Edisonite for economy! Compare them for cleaning 


efficiency, mildness and solubility . . 


. and discover the significant superiority of 


Super-Edisonite. Any way you judge cleansers, there’s nothing like Super-Edisonite 
for hospital, medical and dental office, clinical, and industrial laboratory use. 


Super mild ...new low pH of 8.0—New-formula Super- 
Edisonite has an astonishing low pH of 8.0—substantially 
lower than other cleansers. Kinder and gentler to hands, 
skin and delicate instruments. 


Dissolves 40% faster—even in hardest water—No more 
tiresome mixing. No more hard water problems. Super- 
Edisonite dissolves readily and completely on mild agita- 
tion. Leaves equipment sparkling clean, film-free, and 
streakless. 


A new standard of cleaning efficiency—Special wetting, 
penetrating and blood dissolving agents permit faster, 
more thorough cleaning than ever before. Its super wetting 
efficiency is actually double that of ordinary cleansers. 


Always free flowing—Has greater resistance to caking or 
hardening. Easier to use even under highly humid 
conditions. 


Safe for even the most delicate instruments—Extensive 
laboratory testing proves Super-Edisonite won't tarnish, 
pit or corrode equipment made of stainless steel, chrome, 
nickel, aluminum, glass, rubber, nylon, plastic, porcelain, 
or enamel. Use it with complete confidence. 


Greater economy than ever before—Gallon for gallon, 
Super-Edisonite costs considerably less than most ordi- 
nary cleansers, yet no other product matches its cleaning 
power. 


HOSPITAL TOPICS 
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AVAILABLE IN 2SIZES: 
3 lb. 2 oz. package makes 
200 gallons .. . 1 lb. 

package makes 64 gallons. 


MAIL COUPON FOR 
FREE TEST PACKAGE 


You are invited to personally compare 
Super-Edisonite with the cleanser you 
are now using—and judge its outstand- 
ing superiority for yourself. Complete 
the coupon and mail it today for your 
special test package, sufficient for 12 
gallons of solution. There's no cost or 


S. M. Edison Chemical Company, Inc. 
2710 South Parkway, Chicago 16, Illinois 


Please send free 3 oz. size Test Sample (makes 12 gallons) of 
new Super-Edisonite for my personal evaluation. 


Name Position 


obligation. Hospital or Company 
Address. 
S. M. EDISON CHEMICAL COMPANY, INC. 
Chicago 16, Illinois City. Zone State 
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TAPE 


Scotch 


SURGICAL TAPE 
MICROPOROUS 


No. 530 


OTALLY'NEW COMFORT FOR THE PATIENT 


» —lighter, codler, physiologically inert, free from usual irre” 
ation and Maceration 


“SCOTCH” SURGICAL TAPE ORDINARY PERFORATED TAPE 


EXCLUSIVE CONSTRUCTION tert: macro- 
photograph (20x) of ‘‘SCOTCH”’ Brand Surgical Tape 
shows totally microporous structure of both the non- 
woven backing and the thin, non-reactive, non-mobile 
adhesive which permit unprecedented ventilation. 


ed RIGHT: In contrast, thick ‘‘creeping’’ adhesive mass 
t PAINFU of conventional tape forms occlusive barrier, tends 
to plug widely spaced perforations, embeds and pulls 
hairs...contains irritating natural rubbers and resins. 


APPLICATION: Unlike conventional adhesive tapes, new 
“SCOTCH” Surgical Tape does not slip or ‘‘creep’’ and 
should ordinarily be laid on without tension. Where ten- 
sion is desired or anticipated, shear stress on the skin 
may be prevented by cross strips of ‘‘“SCOTCH”’ Surgical 
Tape at the ends of primary application. AVAILABLE: 
through surgical supply dealers; in usual widths, 1/2 to 
3 in., 10 yd. rolls. 


EASIEST HANDLING... 
YET OUTHOLDS ano E> 
ALL PREVIOUS TAPES company 


—does not tend to tangle, WHERE RESEARCH IS THE KEY TO TOMORROW 


tears easily, but holds fast 
even in baths or soaks : “SCOTCH” IS A REGISTERED TRADEMARK OF 3M CO. 
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THIS MONTH IN 


Three intelligent and articulate men, 
sharing a deep concern about the 
problem of providing adequate health 
care for the aged, accepted an invita- 
tion from HOSPITAL TOPICS’ con- 
sulting editor, John G. Steinle, to ex- 
press their views in a symposium. The 


result: lively, stimulating reading, 
(p. 36). 


Since hospitals became aware of the 
need for relieving nurses of non-nurs- 
ing duties, many of them have utilized 
a Public Health Service manual which 
outlines methods for observing nurs- 
ing activities. The manual now has 
been supplemented by a filmograph 
(p. 55). 


Employee grievances—minor and ma- 
jor—are an inescapable part of every 
administrator’s job. Whether the little 
complaints become big, or even wheth- 
er or not many complaints arise, is 
often up to the administrator. Robley 
D. Stevens begins his discussion of em- 
ployee grievances at the logical start- 
ing point — selecting and training of 
employees—and then gives some spe- 
cific ‘’do’s and don’ts’”’ for the admin- 
istrator (p. 58). 


Change, complexity, conflict, and co- 
ordination—the hospital is a synthesis 
of these four key concepts, and 
achieves its ultimate purpose and 
meaning as an intermixture of them, 
says James S. Urda in the article 
awarded third prize in TOPICS’ 1960 
editorial competition (p. 50). 


Why does the Joint Commission on 
Accreditation stipulate that a circu- 
lating nurse should be an R.N., but 
that a scrub nurse may be a techni- 
cian? Commission director Kenneth 
Babcock, M.D., answers that question 
—and operating-room supervisors tell 
how they feel about the use of techni- 
cians and what criteria they use in as- 
signing personnel to scrub and circu- 
late—in the symposium beginning on 
p. 87. 


Thousands of Hospitals, 
from Coast to Coast, 
now use A-S-R SteriSharps... 
the first and only proved 
sterile, stainless steel surgical blade. 


Lasting_A unique steel | alloy insures a sharper edge that stays. sharp 
is longer. The cutting edge is unaffected by the corrosive action of a fluids, sterilizing 4 


SR PRODUCTS COMPANY, HOSPITAL DIVISION, 380 MADISON AVENUE, NEW YORK 1, NEW YORK 


\ 
i 
Uniform Sh Assured 
niform Sharpness—Assured by constant inspections utilizing the A-S:R Sharpometér® 
Bi 
St | dc ni 
and Conve at 
a free. Blade edge: 
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Eyeballs Active as 

Subjects Dream in Color 
Two research projects conducted 
at the University of Chicago have 
discovered that humans not only 
dream in sequence at about the 
same time several nights in a row, 
but actually dream in color. 

One of the projects is being con- 
ducted by Joseph Kamiya, Ph.D., 
assistant professor of psychology, 
the other by a team headed by 
William Offenkrantz, M.D., asso- 
ciate professor of psychiatry. 

The investigators have found that 
everyone has from three to seven 
dreams a night, although a person 
may remember only one or none 
at all. Dream recall drops sharply 
following the end of the dream. 
The deepest sleep of the night oc- 
curs right after “dropping off” and 
lasts for about 20 minutes. After 
about two hours sleep the first 
dream commences, and lasts about 
nine minutes. Subsequent dreams 
may last as long as 28 minutes. 

A subject usually fidgets before 
a dream, but once the dream has 
started, the body relaxes, and the 
eyeballs become more active, as 
though the subject were watching 
a show. 


Exercise Benefits Roosters, 
Why Not Hens? 

Exercise benefits roosters in pre- 
venting hardening of the arteries, 
but it has no effect on hens. Why 
this happens is the current prob- 
lem of Dr. Harry Y. C. Wong; of 
Howard University. 

Dr. Wong and four laboratory 
colleagues working under a grant 
of the American Heart Association, 
experimented with the hens as they 
had previously done with roosters. 

The hens were exercised twice a 
day for 12 weeks in a wire-cage 
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Scanning the News 


A student nurse advisory committee played a vital role in the preparation of a new recruitment 


brochure for the Baylor University School of Nursing. “You'll Like Baylor... “” 


, with student 


Sandy Craven as cover girl, brings satisfied smiles to faces of committee members (I. to r.) 
Nancy Templeton, Sandra Sears, Carl Archbold, and Lana Houghton. A fifth member of the 


committee, Edna Ogata, is not shown. 


treadmill. The purpose was to see 
whether exercise would reduce the 
effects of a high fat diet and lower 
the amount of cholesterol in the 
blood, as it had in the roosters. 

According to Dr. Wong, the 
cholesterol-fed hens, unlike roost- 
ers, had a high incidence of aortic 
coronary atherosclerosis whether 
exercised or not. 


Eating Dirt Has 
No Benefits 
Contrary to the old saying, children 
should be prevented from eating 
dirt, says Sydney S. Gellis, M.D., 
chairman of the department of 
pediatrics, Boston 
school of medicine. 
Dirt, one of the commonest sub- 
stances eaten by children, could 
cause permanent damage to the 


University 


liver. Other foreign substances com- 
monly interesting to children gas- 
tronomically—plaster, paint, cray- 
ons—may also cause serious dam- 
age. 

Dyes used in red and orange 
crayons, when eaten, can cause 
health problems. Paint and plaster 
containing lead paint may cause 
lead poisoning which can result in 
brain damage and permanent re- 
tardation in children under four 


years of age, according to Dr. 
Gellis. 


“Tobacco Eye” a 
Highway Hazard 
Nicotine-induced amblyopia, more 
commonly termed “tobacco eye,” re- 
sults in an unknown number of 
highway accidents each year. The 
(Continued on page 127) 
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New | di 
Alvo 


Brand of piminodi h 


Analgesic potency as great as morphine 
without drowsiness or hypnosis* 


Alvodine, a new and powerful narcotic analgesic, relieves pain as 
effectively as morphine, yet is much safer because it is free from 
the high incidence and severity of morphine’s side effects. Alvodine 
is effective orally as well as parenterally. Alvodine causes almost 
no sedation, drowsiness or euphoria. Respiratory and circulatory 
depression are rare with customary doses; nausea and vomiting are 
uncommon. Constipation has not been reported. 


Preferred agent for specific situations 


Alvodine is especially well suited for postoperative analgesia be- 
cause it permits most patients to remain alert and at the same time 
free from pain. The risk of postoperative pulmonary hypostasis and 
venous stagnation is decreased because the use of Alvodine allows 
patients to be mobilized sooner. 


Alvodine is ideal for ambulatory and semiambulatory patients who 
are in need of strong analgesia. Patients with cancer remain alert 
and can often carry on their normal daily activities when freed of 
pain by oral doses of Alvodine. 


For further information see postcard opposite page 150. 


Dosage: Orally, from 25 to 50 
mg. every four to six hours 

as required. By subcutaneous or 
intramuscular injection, 

from 10 to 20 mg. every four 
hours as required. 


How Supplied: Alvodine tablets, 
50 mg., scored. Alvodine ampuls, 
1 cc., containing 20 mg. per cc. 
Narcotic Blank Required. 
LABORATORIES 


New York 18, N.Y. 


Write for Alvodine brochure 
containing detailed information 
on clinical experience, 
addiction liability, side effects 
and precautions. 


*In more than 90% of patients. 
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TASK FORCE RECOMMENDS MEDICAL 

CARE FOR AGED UNDER SOCIAL SECURITY 
A six-man task force headed by Wilbur J. Cohen 
has submitted a report urging a billion-dollar-a- 
year medical-care plan for the aged, paid for by 
special security taxes. 

A second report recommended an additional 
$250 millon a year in federal aid to be used to 
step up education of doctors and nurses and to 
improve medical facilities. 

Cohen, professor of public welfare administra- 
tion at the University of Michigan and a former 
social security official, has been named assistant 
secretary of HEW in charge of Congressional liaison, 
and is expected to be a key figure in health legisla- 
tion proposed during this session of Congress. 

The Cohen report recommends that the initial 
$1 billion-a-year cost be met by increasing the 
social security tax one-quarter of one percent for 
both employer and employee. Report envisions an 
increase to eight-tenths of one percent for both 
employer and employee in 10 years, by which time 
total cost would run to about $2 billion a year. 

Both Cohen and new HEW Secretary Ribicoff 
emphasized that study does not include any rec- 
omendations that social security money be paid for 
physicians’ services. Report includes statements 
that none of its provisions would socialize medical 
care in any way; that free choice of physician, 
hospital and nursing home would be assured to 
every individual by law, and that there would be no 
supervision or control over the practice of medicine. 

To hold down costs of hospital and nursing-home 
stays, task force recommends paying for outpatient 
hospital diagnostic services and visiting-nurse serv- 
ices. 

Report calls for coverage of about 14.5 million 
persons instead of the 9.5 million who would have 
been covered under Kennedy-sponsored bill which 
Senate rejected last August. It recommends that 
social security beneficiaries be eligible for federal 
medical care at the age of 65 for men and 62 for 
women, as against the 68 and 65 years recom- 
mended in the Kennedy measure—and it would 
allow young widows with children, and orphans and 
permanently disabled persons, to receive benefits, 
regardless of age. 

Secretary Ribicoff emphasized that President 
Kennedy is under no obligation to accept any part 
of the report—that it ‘will be given careful study 
along with all other proposals in the field.” 


EISENHOWER BUDGET INCLUDES 

RECORD PHS RECOMMENDATIONS 

Record appropriations for health, medical and bio- 
medical research functions were included in final 
budget submitted by President Eisenhower. Budget 
included a recommendation of $1,030,987,000 for 
PHS, of which $540 million is for National Insti- 
tutes of Health. NIH research grants-in-aid in 
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1961-62 will total more than twice the cost of 
operating entire PHS in 1954. 

Recommendation for Hill-Burton funds is 
$151.2 million—$35.2 million under 1960-61 
amount—but Congress probably will make a big 
increase, as it has in recent years. 

Of the $5.3 billion listed for VA, one-fifth is 
recommended for hospitalization and medical care 
and some $66 million for hospital construction. 


NEW YORK GOVERNOR PROPOSES PLAN 
FOR UTILIZING KERR-MILLS FUNDS 


Gov. Nelson Rockefeller of New York has proposed 
a $47.5 million program utilizing the Kerr-Mills 
law to provide additional medical assistance for 
the needy aged in the state. 

Rockefeller’s program calls for $47.5 million in 
federal money and a state contribution of $10.25 
million. The federal funds, he said, would enable 
local governments in New York to reduce their 
contributions to existing medical assistance pro- 
grams by $17.75 million. 

Coverage would be limited to the medically indi- 
gent, with special allowances ‘‘contemplated for 
the benefit of those who have purchased private 
health insurance.” 

Of the 1.6 million persons over 65 in New York, 
about 170,000 could qualify for benefits under the 
proposed program, the governor said. This is 
92,000 more than are now receiving public assist- 
ance on medical bills. 

In his message to the legislature, Rockefeller 
reaffirmed his belief in the social security ap- 
proach and suggested a social security program 
which he believes would work in with the recom- 
mended new state program. 

He favors giving the beneficiary the choice of 
taking benefits under a schedule or taking a cash 
payment to cover the purchase of private health 
insurance providing at least equal benefits. The 
governor called this optional feature “essential to 
preserving the principle of individual choice. . . 
and to foster (ing) continued development of pri- 
vate health insurance plans for the elderly.”’ 


DR. L. L. TERRY APPOINTED 
NEW U.S. SURGEON GENERAL 
Luther L. Terry, M.D., has been named surgeon 
general of U.S. PHS, succeeding Leroy E. Burney, 
M.D., who was not reappointed. 

Dr. Terry, with PHS since 1942, has been promi- 
nent in research on enzyme-inhibiting drugs to 
combat high blood pressure. 


Calendar of Meetings 


FEBRUARY 6- 8 American Academy of Allergy, Statler- 
i ington, D.C. 
1- 2 American Hospital Association, Mid- 
year Conference of Presidents and 
Secretaries, AHA Headquarters, Chi- 8-10 AHA Institute, Community Relations for 


cago Hospital Auxiliaries, AHA Headquar- 


ters, Chicago 
American College of Hospital Adminis- 


trators, Fourth Annual Congress on 8-10 


American Academy of Occupational 
Administration, Morrison Hotel, Chicago 


Medicine, Statler Hotel, Detroit 


American Medical Association, Congress 
on Medical Education and Licensure, 
Palmer House, Chicago ‘ 


8-10 Illinois Congress for Maternal and In- 
fant Health, St. Nicholas Hotel, Spring- 


field, Il. 


New Technic in Surgical Asepsis... 


Motion picture now available showing the technic for 
isolating the operative wound from the patient’s own skin 
in a wide variety of surgical procedures, 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 
Committees, 


Premiered on the 
scientific program of the 
Clinical Meeting of the 
American Medical Association, December, 
1959. Approved for inclusion on 

vee the American College of Surgeons’ 
list of approved films. 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box: 1, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 
This is available for showing with the above film, or separately, if you prefer. 


12 For further information see postcard opposite page 150. 


8-11 


9-11 


13-15 


13-17 


14-17 


16-18 


23-25 


23-25 


American College of Radiology, Drake 
Hotel, Chicago 


Society of University Surgeons, Univer- 
sity of Kansas Medical School, Kansas 
City 

Association of Operating Room Nurses, 
Civic Auditorium, San Francisco, Calif. 


AHA Institute, Dietary Department Ad- 
ministration, Biltmore Hotel, Oklahoma 
City 

American Nurses’ Association, Section 


Regional Conference, Hotel New Yorker, 
New York City 


Central Surgical Association, Park Plaza 
Hotel, St. Louis 


Louisiana Hospital Association, Captain 
Shreve Hotel, Shreveport 


American Academy of Forensic Sciences, 
Drake Hotel, Chicago 


27-Mar. 1 AHA Institute, Management Devel- 


opment, AHA Headquarters, Chicago 


27-Mar. 3 AHA Institute, Nursing Service Ad- 


ministration, Rice Hotel, Houston, Tex. 


28-Mar. 3. American Nurses’ Association, Sec- 


tional Meeting, 
Portland, Oregon 


Memorial Coliseum, 


MARCH 


3-16 


12-17 


14-16 


15-18 


16 


20-22 


20-22 


20-23 


24 


National Health Council, National 
Health Forum, Waldorf-Astoria Hotel, 
New York City 


Section 
Denver- 


American Nurses’ Association, 
Regional Conference, Hotel 
Hilton, Denver, Colo. 


AHA Institute, Hospital Law, Commo- 
dore Perry Hotel, Austin, Tex. 


American College of Surgeons, Sec- 
tional Meeting for Surgeons and Nurses 
Hotels Bellevue-Stratford, Ben Franklin, 
and Sylvania, Philadelphia 


AHA Institute, Hospital Purchasing, 
Penn-Sheraton Hotel, Pittsburgh 
Neurosurgical Society of America, 


Boca Raton, Fla. 


American College of Allergists, Statler 
Hilton Hotel, Dallas, Tex. 


National Health Council, 
toria Hotel, New York City 


Waldorf-As- 


American Nurses’ Association, Section 
Regional Conference, Hotel Chase-Park 
Plaza, St. Louis, Mo. 


Wisconsin. Hospital Association, 
Schroeder Hotel, Milwaukee 


AHA Institute, Personnel Administra- 
tion (Basic), AHA Headquarters, Chi- 
cago 


New England Hospital Assembly, Hotel 
Statler, Boston 


AHA Institute, Obstetrical Nursing Ad- 
ministration, Statler Hilton Hotel, Los 
Angeles 


Public Affairs Committee, 
City 


New York 


(Continued on page 14) 
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SONIC ENERGY 
CLEANING SYSTEM 


Gets instruments microscopically clean 
+s. faster, at lower cost, than ever before! 


~ Modern hospitals are fully cognizant of the 


importance of microscopic cleanliness as a 
prerequisite to certain sterilization. 


Supplanting laborious, ineffective hand 


_ scrubbing or mechanical washing, Castle- 


Bendix Sonic Energy Cleaning gets surgi- 
cal instruments meticulously clean, yet 
does the job far faster and at a substan- 
tially lower cost than any previous method. 


To.do this job so efficiently, the Castle- 
Bendix System generates high-frequency 


cleaning power that probes the most in- 
accessible recesses to dislodge and sweep 
away the most stubborn soils. 


So swift and efficient is the system that it’s 
possible to clean up to 360,000 instruments 
—approximately a year’s requirements 
from 4 operating rooms—in only 180 hours 


as compared to 3,000 hours. for hand 
scrubbing, 


Write for full details, 
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WILMOT Company, . 
“fi Subsidiary of Ritter Company inc. 


Rd., Rochester 18, N. 


For further information see postcard opposite page 150. 
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CALENDAR OF MEETINGS APRIL 


(Continued from page 12) 4- 7 Ohio Hospital Association, Veterans 


Memorial Building, Columbus 
20-24 American Surgical Association, Boca 


Raton Hotel, Boca Raton, Fla. 5- 7 AHA Institute, Capital Financing of 


Hospitals, AHA Headquarters, Chicago 
21-23 Kentucky Hospital Association, Phoenix 


Hotel, Lexington 6- 8 American College of Surgeons, Sec- 
tional Meeting, Fort Garry Hotel, Win- 
23-24 Georgia Hospital Association, Biltmore nipeg, Manitoba, Canada 


Hotel, Atlanta 
9-13 International Anesthesia Research So- 
23-25 American Orthopsychiatric Association, ciety, Houston, Texas 
Statler Hilton Hotel, New York City 
10-12 American Academy of Pediatrics, Spring 
27-29 AHA Institute, Methods Improvement Meeting, Sheraton Park Hotel, Wash- 
(Advanced), AHA Hdatr’s, Chicago ington, D.C. 


Why you can always depend on 
TORRINGTON SURGEONS NEEDLES 


@ made of corrosion-resistant stainless steel 
@ accuracy, uniformity and fine finish assured 4 
by precision methods eens 
backed by Torrington’s 94-year-old reputa- 
tion for quality sunenous 
e delivered from a completely dependable ee 
domestic source of supply 


@ available in a complete range of types and 


sizes 
Packaged in the new “See-Thru” 
package for instant identification 
and convenience in handling 
progress through precision SURGEONS NEEDLES 
“THE TORRINGTON COMPANY Torrington, Conn: 


For further information see postcard opposite page 150. 


10-13 


10-14 


10-14 


10-14 


10-14 


11-13 


12-14 


13-14 


13-15 


13-20 


17-18 


19-21 


19-21 


19-21 


21-28 


24-26 


23-27 


23-28 


23-28 


24-26 


24-27 


24-27 


24-28 


24-28 


25-28 


26-27 


26-28 


26-28 


Southwestern Surgical Congress, St. 
Louis, Mo. 


American Society for Experimental Pa- 
thology, Atlantic City 


American Physiological Society, Atlantic 
City 

American Society of Biological Chem- 
ists, Atlantic City 


National League for Nursing, Cleve- 
land 


Industrial Medical Association, Biltmore 
Hotel, Los Angeles 


AHA Institute, Labor Relations, AHA 
Headquarters, Chicago 


Carolinas-Virginias Hospital Conference, 
Roanoke Hotel, Roanoke, Va. 


American Association of Railway Sur- 
geons, Drake Hotel, Chicago 


American Academy of General Prac- 
tice, Miami Beach, Fla. 


AHA Institute, Credits and Collections, 
Sheraton-Cadillac Hotel, Detroit 


AHA Institute, Hospital Librarianship, 
AHA Headquarters, Chicago 


Southeastern Hospital Conference, Mu- 
nicipal Auditorium, Memphis, Tenn. 


Quebec Hospital Association, Queen 
Elizabeth Hotel, Montreal 


American College of Obstetricians and 
Gynecologists, The Americana Hotel, 
Bal Harbour, Miami Beach, Fla. 


International Academy of Pathology, 
Chicago 


Society of American Bacteriologists, 
Morrison Hotel, Chicago 


American Pharmaceutical Association, 
Hotel Sherman, Chicago 


American Society of Hospital Pharma- 
cists, Hotel Sherman, Chicago 


American Association for Thoracic Sur- 
gery, Sheraton Hotel, Philadelphia 


AHA Institute, Nursing Inservice Pro- 
grams, Sheraton-Atlantic Hotel, New 
York City 


Association of Western Hospitals, Civic 
Auditorium, San Francisco 


Medical Record Librarians, Principles of 
Medical Record Management (Ad- 
vanced), AHA Headquarters, Chicago 
National Association for Practical Nurse 
Education and Service, Statler Hilton 
Hotel, Detroit 


AHA Institute, Hospital Engineering, 
Adolphus Hotel, Dallas, Tex. 


lowa Hospital Association, Fort Des 
Moines Hotel, Des Moines 


American Association of Pathologists 
and Bacteriologists, Chicago 


Mid-West Hospital Association, Munici- 
pal Auditorium, Kansas City, Mo. 


(Continued on page 16) 
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introducing... 


NEW 
GAY PASTEL 
COLORS! 


Wx 


introductory offer 


TWO BOXES 
PASTEL COLORS 


(500 each) 


FREE! 


with every case 
hospital amber straws 


purchased 
STANDARD PACKAGING: FREE GOODS CASE: 
0 boxes to case, wrapped or unwrapped 22 boxes (20 amber + 2 pastel) 


Pastel colored straws also packed 22 boxes to case—2 boxes free. 


DESIGNED FOR YOUNG PATIENTS 


Give your young patients a real lift with these cheerful pastel-colored straws! Each box 
contains six delightful assorted colors with all the advantages and high quality of our 
regular amber straws... FLEX-STRAW drinking tubes bend to any angle...can be used 
in both hot and cold liquids...and are safe...sanitary... disposable! 


1504 10th Street, Santa Monica, Calif. 


FER EXPIRES FEBRUARY 28, 1961 © ORDER FROM YOUR DISTRIBUTOR NOW! 
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CALENDAR OF MEETINGS MAY 
(Continued from page 14) 1- 3 Tri-State Hospital Assembly, Palmer 
House, Chicago 
26-29 American College Health Association, 2- 3 Association of American Physicians, 
Detroit Chalfonte-Haddon Hall, Atlantic City 
27-29 American Academy of Neurology, 2- 3 American Pediatric Society, Hotel Tray- 
Sheraton-Cadillac Hotel, Detroit more, Atlantic City 
2- 6 American Association on Mental Defi- 
29-30 American Psychosomatic Society, Chal- A 
fonte-Haddon Hall, Atlantic City ciency, Netherland-Hilton Hotel, Cin- 
cinnati 
30 American Federation for Clinical Re- 3- 7 Student American Medical Association, 


search, Haddon Hall, Atlantic City Chicago 


NO. 39 INA SERIES 


PHOEBE 


“Phoebe says if the Snow Valley Ski Tow won’t take kids, 
the Everest & Jennings Chair Lift will!’ 


EVEREST & JENNINGS, INC 


Lightweight Everest & Jennings chairs mean fon ian 
smoother sledding for nurses, too. Precision- 
engineered, they maneuver effortlessly and fold 
at the touch of a fingertip. Equally dear to 
hospital hearts and budgets is the fact that they 
iy practically refuse to wear out. In the long run, 
7 Everest & Jennings chairs cost you less. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


EVEREST & JENNINGS, INC., 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 


16 For further information see postcard opposite page 150. 


Society for Pediatric Research, Traymore 
Hotel, Atlantic City 


Society of Neurological Surgeons, 
Boston 
American Society of Internal Medicine, 


Eden Roc Hotel, Miami Beach, Fla. 


American Psychoanalytic 
Palmer House, Chicago 


Association, 
Massachusetts Hospital Assembly, Stat- 
ler Hotel, Boston 


Medical Library Association, 
Hotel, Seattle 


Olympic 


American Psychiatric Association, Mor- 
rison Hotel, Chicago 


American College of Physicians, Ameri- 
cana Hotel, Miami Beach. 


Upper Midwest Hospital Conference, St. 
Paul Auditorium, St. Paul, Minn. 


American Radium Society, Broadmoor 
Hotel, Colorado Springs 


International College of Surgeons, 
North American Federation, Chicago 


Texas Hospital Association, Memorial 


Auditorium, Dallas 


American College of Cardiology, Bilt- 
more Hotel, New York City 


Hospital Association of New York State, 
Atlantic City, NJ. 


New Mexico Hospital Association, West- 
ern Skies Hotel, Albuquerque 


Middle Atlantic Hospital Assembly, Con- 
vention Hall, Atlantic City 


American Association of Plastic Sur- 
geons, Commodore Hotel, New York 
City 

American Laryngological Association, 
Lake Placid Club, Lake Placid, N.Y. 


American Thoracic Society, Netherland- 
Hilton Hotel, Cincinnati 


American Orthopaedic Association, The 
Ahwah ite, Calif. 


American Urological Association, Bilt- 
more Hotel, Los Angeles 


American Laryngological, Rhinological 
and Otological Society, Lake Placid, 
N.Y. 


American Gastroenterological 
Drake Hotel, Chicago 


Society, 


American Otological Society, Inc., Lake 
Placid Club, Lake Placid, N.Y. 


Tennessee Hospital Association, River- 
side Hotel, Gatlinburg 


American Gynecological Society, The 
Broadmoor, Colorado Springs 


Arkansas Hospital Association, Arling- 
ton Hotel, Hot Springs 


International Medical-Surgical Meetings, 
Turin, Italy 


Catholic Hospital Association, 
Center Auditorium, Detroit 


Civic 


American Medical Association, Annual 
Meeting, New York City 
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How to Handle Medical Arithmetic 


by Henry A. Davidson, M.D. 


Condensed from Henry A. Davidson — GUIDE TO MEDICAL WRITING; (copy- 
right 1957 The Ronald Press Co.) as printed in Northwest Medicine, August 1960. 


Across every editor’s desk come, 
every day, papers which purport 
to show that a new hermaphro- 
ditic musk-buffered gibberine will 
wonderfully improve cases of 
erythema prunellensis. The paper 
offers a table which looks like this: 


Excel- Good Poor 
lent Re- Re- Re- Total 
sults sults sults Cases 


Erythema 30 17 4 51 
Dandruff 14 13 12 39 
Athlete’s 

foot 12 6 0 18 


Apart from defining good or 
poor, there is the statistical prob- 
lem: could chance account for 
these results? Would a random 
sampling of all last summer's 
cases of athlete’s foot show about 
66 percent “excellent” results 
anyway? Or, if it showed, say, 59 
percent, would that percentage 
be meaningfully different from 
the 66 per cent? In statistics, you 
may be booby-trapped by some 
common fallacies. 


The Fallacy of the Normless Base 


Suppose 1,000 men drove cars on 
the Monotone Turnpike last New 
Year’s Eve, and 48 were involved 
in accidents. The turnpike sur- 
geon examined these 48 drivers 
and found that 36 of them had 
been drinking, could you assume 
that men who drink are three 
times as likely to have an accident? 


This is the fallacy of the norm- 
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less base. The norm is the total 
number of drinking drivers, and 
their accident ratio, compared 
with the total of non-drinking 
drivers and their ratio. Suppose 
all 1,000 were tested and it ap- 
peared that 800 had been drink- 
ing and 200 had not. Then: 
36/800 or 4% percent of the 
drinkers were in accidents; 12/200 
or 6 percent of the non-drinkers 
were in accidents. 

Moral: don’t calculate any per- 
centages until you are sure that 
your base (100 percent) means 
what you want it to mean. 


The Fallacy of the 
Mixed Population 


Yoo-yoo fever attacks males and 
females in the same proportion, 
but females are far more vulner- 
able; 50 percent of them die, 
whereas the death rate among 
males is only 20 percent. Since 
the number of cases is about the 
same, the over-all death rate is, 
of course, 35 percent (20 plus 
50, divided by 2). 

You have developed a new 


method of treating Yoo-yoo fever, 
but the only place you have ac- 
cess to is the local VA hospital. 
They have 10 patients suffering 
from this ailment. You try your 
method, and only two die. Thus 
the mortality rate of your method 
is only 20 percent, compared to 
the standard rate of 35 percent. 

But wait; this hospital has male 
patients only. Among males, the 
death rate is 20 percent anyway. 
You have made the blunder of 
comparing an all-male sample 
with a mixed-sex base. 

Moral: before you leap to con- 
clusions, make sure your sample 
is not substantially different in 
composition from the group on 
which the norms were based. 


Fallacy of the Unrepresentative 
Average 


The special feature of Yates-Dix- 
on disease is that, if the patient 
has the antibodies in his blood, 
he’ll throw off the illness in two 
or three days. If his antibody 
titer is low, however, he'll need 
eight or 10 days to build up his 
reserve. And with the general 
population, the distribution of 
antibodies is 50-50. So, about half 
the patients stay in the hospital 
2-3 days; half stay 8-10 days. 

You have studied hospital 
records on the last 100 cases of 
Yates-Dixon disease to appraise 
length of hospital stay. Here is 
what you find: 


23 stayed for 2 days (total: 50 
patient-days) ; 

25 stayed for 3 days 
patient-days); 

25 stayed for 9 days (total: 225 
patient days); 

25 stayed for 10 days (total: 250 
patient days). 
(Continued on next page) 


(total: 75 


The March of Time Is Relentless 

From the Arizona Hospital Association’s Pertinencies comes 
an item about a brittle yellowing pamphlet, printed in 1847, 
and now resting in the archives of the Sussex County Medi- 
cal Society. The pamphlet lists the typical minimum fees 
agreed upon by practicing physicians of the times in that 
part of New Jersey. It reads in part: 

Midwifery: $3. Extirpation of tonsils: $3. Extraction of 
tooth: 25c. Removal of cataract: $20. Setting of broken arm 
or leg: $3. Prescriptions: 25c Amputation at hip or shoulder: 


$50. 


This last $50 fee is the highest listed in the pamphlet. 
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You see that 100 patients 
stayed a total of 600 patient-days. 
Thus the average is six days. 

Now suppose the patient’s wife 
asked you how long her husband 
would be hospitalized. If you 
say, ““The average stay is six days,” 
you would be accurate, but wrong. 
If not one single patient is going 
to stay six days (or five or seven 
days, for that matter) this six-day 
figure is hopelessly unrepresenta- 
tive. The only honest answer is: 
He has a 50-50 chance of being 
out of the hospital in three days; 
if he isn’t, he’ll probably have to 
stay nine or 10 days. 

Moral: because a certain figure 
works out as an exact average, 
don’t assume that it truly repre- 
sents the sample. If most of the 
figures deviate widely from the 
average, measure your sample in 
fourths or halves. That is, say 
that more than half, or fewer 
than half, fall within such a 
range; or that three-quarters (or 
two-thirds) of the cases fall above 
or below a certain figure. 


Fallacy of the Immovable 
Total 
You are the plant doctor at the 
Gadget Re-boring Co. One Febru- 
ary you get a report on the causes 
of absenteeism; percentage-wise, 


they shape up like this: 

Accidents 55% 
Alcoholism 10% 
Colds 30% 
Other causes 5% 


Next fall, you review the ab- 
senteeism record for August and 
find that practically no one misses 
time because of colds; actually, 
the figures are: 


Accidents 15% 
Alcoholism 138% 
Colds 5% 
Other causes 7% 

100% 


You take one look and call for 
the safety engineer. Accidents 
have jumped from 55 to 75 per- 
cent. Something is wrong. 

Something is wrong — not with 
accident prevention, but with 
your statistical technic. Since you 


reduced the incidence of colds, 
you simply had to increase the 
figures for the other causes, be- 
cause your total was always 100 
percent. With a fixed total like 
this, any increase in one item 
means a decrease in others, and 
vice versa. In this kind of presen- 
tation you should use either 
actual numbers, or ratios to all 
employees instead of to absent 
employees. 

Moral: the fact that percentages 
rise or fall does not necessarily 
mean that actual incidence rises 
or falls. Make sure you have not 
been operating on an immovable 
base. If your base is fixed, then 
the dimunition of any item leaves 
a vacuum into which the others 
must flow. 


Fallacy of the Wrong-Way 
Addition 
You have surveyed the incidence 
of myopia in Yokum Valley: 


With Without Total 

Myopia Myopia Persons 
Children: 3,000 97,000 100,000 
Adults: 52,000 48,000 100,000 


55,000 145,000 200,000 


Now rearrange this in percent- 
ages. You can make 100 percent 
equal all children (horizontal ad- 
dition). Or you can make 100 
percent equal all myopics (verti- 
cal addition). Take the horizontal 
addition first: 


With Without 

Myopia Myopia Total 
Children: 3% 97% 100% 
Adults: 52% 48%, 100% 


The rows add up to 100 percent 
horizontally. A verticle addition 
of the percentages above would 
be meaningless. Now reorganize 
the data to give percentages that 
add vertically, and notice how 
the table changes. 


Myopics Non-myopics 


Children: 5% 67% 
Adults; 95% 33% 
100% 100% 


The first table answers the ques- 
tions: what percentage of children 
are near-sighted? What percentage 
of adults are near-sighted? 


The second table answers: what 
percentage of near-sighted people 
are children? 

If you set your table to answer 
the wrong question, you'll suc- 
ceed in getting the wrong answer. 
By adding figures (especially per- 
centages) the wrong way, you can 
make numbers tell serious lies. 

Moral: before selecting the 100 
percent total, determine whether 
a horizontal or vertical addition 
will be the more informative. 


The Fallacy of the Skinny 
Sample 

Consider Dr. X who recently re- 
ported that, in his experience, al- 
most 70 percent of patients with 
Garnicht’s syndrome have low 
blood calcium. His experience? 
Three patients, two with low 
blood calcium. That makes 67 
percent. 

This is not honest. Before you 
draw conclusions intended to be 
generally applicable, you have to 
have enough cases to dilute the 
possibility of chance. 

Moral: a sound observation is 
worth reporting no matter how 
few cases you have. The individu- 
al case report is, indeed, the basic 
building-block of medical knowl- 
edge. But don’t draw general con- 
clusions and don’t see trends un- 
less a statistician tells you that 
you have enough cases to justify 
such conclusions. 


The Post Hoc Fallacy 

The revolving door of a de- 
partment store struck a woman 
on the breast. Only the rubber 
snubber hit her, so it was a gentle, 
well-cushioned blow. But she wor- 
ried, her breast was examined, 
and her doctor found a lump. At 
biopsy, it proved to be malignant. 

She sued the department store, 
alleging that the single blow of 
the rubber snubber caused the 
carcinoma. Her family physician 
testified that he did not, in gen- 
eral, know the cause of cancer. 
“But,” he said, “this woman 
had nothing wrong with her 
breast before the trauma.” 

Despite the testimony for the 
store of several distinguished 
pathologists, dermatologists, and 
gynecologists that this was coinci- 
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dence, the jury and judge believed 
the family M.D. and ignored the 
professors. To these non-medical 
personnel, the logic seemed in- 
escapable—she never had the 
tumor before the injury. She had 
it now. No one knows the cause, 
therefore no one can swear that 
the trauma is not the cause. 

This is the post hoc fallacy. 
The blunder is in logic rather 
than arithmetic, but it is com- 
mon, and it delineates the fron- 
tier beyond which the statistician 
cannot go. The statistician can 
show that when one event oc- 
curs, the other follows. But the 
clinician must decide whether 
this is only a post hoc, or wheth- 


er it is also a proper hoc. 

This is one of the vexing prob- 
lems of medical statistics: the 
point at which a mere sequence 
becomes a presumed cause-and- 
effect relationship. If your samp- 
ling is small and your theory 
novel, you cannot assume that a 
sequence means a _ cause-and-ef- 
fect operation. 

Closely related is the problem 
of spurious correlation. During 
the past decade many things have 
become more numerous, among 
them TV sets and _ psychotic 
patients. Suppose you drew a 
graph, putting the years along 
the bottom and a number of 
items along the left side. Then 


by T. F. James 


Condensed from American Weekly, August 21, 1960 


Suppose a man came to your door 
and said, “I have created a ma- 
chine which will help a newborn 
baby sleep soundly, gain weight, 
and practically stop crying. There 
is also strong scientific evidence 
that it will give the infant a 
better than average chance to 
grow into a mentally healthy 
adult. There are indications that 
this machine also will work well 
with older children who have dif- 
ficulty going to sleep at night and 
with adult insomniacs too.” 

You would probably tell him 
to go back to his science fiction. 
But such a machine actually does 
exist and will be available to the 
American public shortly. 

The name of the machine is 
Securitone.* Its creator is Dr. Lee 
Salk of New York City, psychol- 
ogist brother of Dr. Jonas Salk. 

The Securitone machine is a 
device which reproduces with pre- 
cise exactitude the “normal” 
rhythm of the human heart. It 


*Securitone is the trademark of Securitone 
Corp. of America. 
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would recreate for newborns in 
their first days of life the deep- 
rooted biological security they 
felt in the womb. For older chil- 
dren, the machine would evoke 
unconscious memory of this se- 
curity, and thus calm fears. 

For 16 weeks Dr. Salk used the 
Securitone in the nursery of Elm- 
hurst General Hospital, New 
York City. Weeks 1-4 and 9-12 
were the experimental phase, dur- 
ing which the heartbeat sound 
was present. Weeks 5-8 and 12-16 
were the control phase, when the 
machine was not used. 

The staff of the nursery and its 
procedure remained essentially 
unchanged throughout the 16 
weeks. Two experimental phases 
and two contro] phases ruled out 
the possibility that results might 
be affected by temperature differ- 
ences, virus infections, or other 
nursery episodes. 

The early separation of mother 
and child apparently weakens the 
emotional structure of the child, 
and makes him many times more 


you mark in the curve of each 
of these items. 

If you chose the scale properly, 
you would get a number of simi- 
lar curves. Conceivably, the 
number of TV sets sold might 
exactly parallel the curve reflect- 
ing the number of certified 
patients in mental hospitals. 
Would this mean there was a 
cause-and-effect relationship? No; 
it would simply mean that there 
are more people now, hence more 
psychotics and more TV sets. 

Moral: If a correlation seems 
mathematically exact, use a little 
common sense before you buy it. 
Maybe both determinants were 
products of a common cause. 


prone to nervous disorders and 
mental breakdowns as well as 
those anti-social actions we call 
crime. The weakness, according 
to research, is particularly evident 
in the ability to respond to love. 

Birth is a deeply disturbing 
experience to the organism of the 
infant. Cast from the womb, 
where all was secure, and cold 
and hunger and frightening noises 
were unknown, the tiny being is 
catapulted into a world he can- 
not understand. 

In this bewildering experience, 

the one familiar thing which can 
comfort the infant is his mother’s 
body. 
A total of 102 babies in the 
experimental groups heard the 
sound; 110 in the other groups 
did not. Among the experimental 
group, 69.6 percent gained weight. 
Among those in the control 
group, only 33 percent gained. 

But this is only one change 
noted in the “heartbeat” babies. 
There was also much less crying 

(Continued.on next page) 
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when the rhythmic sound filled 
the nursery. 

Many medical experts regard 
the experiment as indicating that 
the child who has a Securitone 
machine in his nursery should be 
far less prone to mental break- 
downs as an adult. This is based 
on two principles of modern psy- 
chology: 

1. The first weeks after birth 
have a crucial, even a decisive 
role in determining the future 
personality structure of the indi- 
vidual. 

2. A major cause of mental ill- 
ness in adult life is maternal 
deprivation. 

But the conditions of modern 
life and the routine of most mod- 
ern hospitals make it impossible 
for a mother to spend a large 
amount of time with her newborn 
child. The infant is left alone 
in his frightening new world, 
blindly longing for the security 
of his mother’s body. 


This is where Dr. Salk con- 
ceived the idea of the Securitone 
machine. For the nine months 
the baby was within his mother’s 
body the one persistent sensation, 
felt day and night, was the moth- 
er’s heartbeat. Nothing else could 
compare to the deep biological 
familiarity of this rhythm. 

Dr. Salk took over 18 months 
to complete the machine. A com- 
pany, Securitone of America, has 
been formed to produce it. 
“Many people raise their eye- 
brows at a scientist being con- 
nected with a business,” Dr. Salk 
says, “but I do not want this ma- 
chine mishandled in its produc- 
tion or distribution. I want to 
make sure it meets the maximum 
scientific requirements and that 
no claims for it will be made that 
are not based on scientific proof.” 

Further experiments with older 
children are in initial stages. Dr. 
Salk is hopeful that normal chil- 
dren with routine sleeping prob- 
lems will go to sleep faster and 
remain asleep when the Securi- 
tone machine is in their room. 
He also hopes that children with 
more unusual problems will re- 
spond equally well. 


The machine could not become 
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a substitute for the mother, Dr. 
Salk emphatically insists. “It is a 
supplement .. . as the child grows 
older and becomes able to recog- 
nize his mother . . . the power 
of the Securitone machine would 
inevitably grow less.” 

Is it possible that the baby will 
become addicted to the machine? 
Again Dr. Salk says no. “In the 
normal situation the mother’s love 
soon removes the necessity for 
the biological reassurance of the 
heartbeat.” If the child did be- 
come addicted, it would be evi- 
dence that there was something 
radically wrong in his relation- 
ship with his mother, and he 
would be “better off with the 
Securitone .. . than without it.” 

The machine’s tone is not loud. 


Placed next to the crib, it can be 
heard only faintly on the other 
side of the room. Actually, it 
masks other noises; children will 
sleep more soundly to its beat. 
The beat is a little like primi- 
tive drum music. But it has none 
of the excitement and frenzy we 
associate with the drum. Nurses 
and doctors in the Elmhurst nurs- 
ery found it was very relaxing. 
Dr. Salk’s discovery opens 
vistas in many directions. For the 
first time psychologists will be 
able to better understand why 
rhythm is so important to men 
and women. Perhaps with rhythm 
as a base, psychiatrists can work 
out new methods of treatment for 
patients in mental hospitals. 


The Administrator's Role 


in a School of Nursing 


by Robert C. Millar 


Condensed from Nursing Outlook, September 1960 


The hospital administrator’s role 
in nursing education is exactly 
what each individual administra- 
tor makes it. Some spend a great 
deal of time on the schools con- 
nected with their hospitals. This 
may be because they like educa- 
tion, or are interested in good 
nursing care, or are attracted to 
young ladies. 

Others never liked school and 
are not overjoyed at being re- 
sponsible for one. They are apt 
to stick to budgetary matters and 
to complain about the number of 
stamps the faculty uses writing to 
prospective students. 

Unless the administrator is able 
and willing to give the time nec- 
essary to absorb all aspects of the 
school — philosophy, curriculum, 
selection of applicants, faculty, 
student morale, facilities, and 
standards — he will be in a poor 
position to interpret his school 
and its needs to the governing 


Mr. Millar is administrator, Presbyterian Hos- 
pital, Philadelphia. 


board; he will have a weak 
foundation on which to take a 
public stand on matters affecting 
the community’s nursing educa- 
tion programs. 

The administrator who wants 
to maintain a diploma school 
needs open and active lines of 
communication between himself 
and the school. He should have 
frequent conferences with the di- 
rector; he should receive written 
materials on the plans of the 
school. He should make an effort 
to attend major faculty meetings 
and discussions of subjects which 
have a large bearing on the 
school’s future and costs. 

The administrator must also 
support a good standard of care 
in the clinical areas of the hospi- 
tal. A good school can be the 
main source of a good nursing 
service, if the nursing service 
measures up to its share in the 
educational process. If the ad- 
ministrator under-budgets nurs- 
ing service, he may be under- 
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mining the school, whether he 
means to or not. 

Another major responsibility of 
the administrator is finding and 
keeping a director with the train- 
ing and ability to keep a school 
im gear and a good educational 
program going. 

No administrator can talk long 
about maintaining a diploma 
school without getting into the 
subject of NLN accreditation and 
state board of nursing approval. 
A few years ago, there seemed to 
be almost a “shooting war” be- 
tween a large group of adminis- 
trators and the League. Today, 
although it is an uneasy peace, 
the antagonists are trying harder 
to understand each other. On 
one side, the League has come 
to a greater understanding of the 
financial fix of many hospitals. 

The way hospital costs are ris- 
ing, administrators are going to 
be under more pressure than 
ever to cut costs in the near fu- 
ture. This puts our schools in 
a tight squeeze. The schools look 
like juicy plums to the cost-cut- 
ters; at the same time, those 
devoted to raising standards feel 
the schools need considerable 
costly sprucing up. The net result 
is going to be fewer nurses at a 
time when the need is greater. 

In this situation, a few things 
seem obvious: hospitals with di- 
ploma schools are supplying most 
of the registered nurses for hos- 
pitals without schools, for indus- 
try, nursing homes, the armed 
forces — none of which have paid 
to help with their education. 

I wouldn’t feel quite so con- 
cerned if our educational efforts 
were only meeting more ade- 
quately our own hospitals’ needs 
for staff. And then what about 
faculty? Is there a school that 
has no problem recruiting and 
keeping good faculty? 

Too, the current drive of 
unions to organize the nonpro- 
fessional hospital workers may 
also sharpen up the axe for 
diploma schools, since many 
hospitals are faced with huge 
increases in the outlay for non- 
professional personnel and our 
schools are going to feel the 
pinch. 
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The reason that our schools 
are involved is that matter of 
costs. If I were to pick the one 
thing the administrator has to 
be able to do above all others 
to maintain a diploma school 
and a good hospital to match, 
I'd pick the ability to find the 


required funds. 

Finally, combined efforts are 
helpful: I have seen administra- 
tors provide the leadership for 
group action which led their hos- 
pitals out of the wilderness of 
deficits, into the promised land 
of adequate financing. 


THE RACKET IN COUNTERFEIT DRUGS 


by Jack Anderson 


Condensed from Parade, October 23, 1960 and January 15, 1961 


A flourishing racket of under-the- 
counter trade in fake and diluted 
drugs, stamped with the counter- 
feit trademarks of reputable firms, 
is spreading throughout America. 
Conservative estimate puts the 
annual turnover at $50 million, 
but it is probably nearer three 
times that amount. 

New “wonder drugs” barely 
reach the market before they are 
pirated by the pill-fakers and 
their bathtub chemists. A spuri- 
ous Salk vacine, for instance, ap- 
peared on the black market while 
anxious parents were rushing to 
buy the first shots for their chil- 
dren. These injected with this 
bogus serum were not only left 
unprotected, but may actually 
have been given polio. One batch 
is believed to have contained live 
virus. 

The drug-fakers’ wares are 
known — with grim humor — as 
“zombies.” Most zombie-makers 
are small manufacturers who use 
their legitimate businesses as a 
cover for pirating big-name drugs, 
or are fly-by-night, hole-in-the- 
wall operators whose premises are 
often so filthy that their drugs 
are contaminated. The main 
bootleg sources are New Jersey 
in the east, California in the west. 

To avoid the risk of being ar- 
rested for mail fraud, the zombie 
merchants ‘ship their consign- 
ments by air freight or railway 
express under such labels as “wa- 
ter softener,” “jewelry,” and “ma- 


Washington correspondent for Parade. 


chine tools.” Often the only leads 
to the manufacturers are the ped- 
dlers — itinerant gyps who are 
hard to snare. One man and a 
car can transport a fortune in 
zombies. 

The phony pill peddlers sell 
their wares to thousands of drug 
stores, hospitals, and mail-order 
houses whose pharmacists are 
willing to deal under the counter. 
For the sake of a fast buck, they 
risk the health, even the lives, 
of their customers. Of course, 
most pharmacists are honest and 
conscientious. But a surprisingly 
large number are willing to step 
on the shady side of the street for 
a quick profit. 

Why has this counterfeit traf- 
fic been allowed to flourish vir- 
tually unchecked? For four main 
reasons: 

'@ The Food and Drug Ad- 
ministration, which is responsible 
for drug purity, has been under- 
staffed and apathetic. The en- 
forcement problem admittedly is 
not easy. Before FDA can act, it 
must be proved that the traffic is 
interstate, and that the drug un- 
der scrutiny is below standard. 
Result: FDA has tended to dis- 
miss drug faking not so much as 


_a national peril but as a matter 


of pirated trademarks. 

e State laws, or the lack of 
them, are another obstacle. The 
zombie merchants know all too 
well how to take advantage of 


loopholes. When Massachusetts 


(Continued on next page) 


authorities were about to pounce 
upon one counterfeiter, for in- 
stance, he simply loaded his ma- 
chines into the back of a truck at 
midnight and transplanted his 
factory to New Jersey—a state that 
does not require drug manufac- 
turers to be licensed. 

@ There has been a conspiracy 
of silence on the part of reputa- 
ble manufacturers and pharma- 
cists, lest the public be frightened 
away from their legitimate prod- 
ucts. Only lately have a few lead- 
ing firms agreed that the public 
interest demands a national cam- 
paign of warning and exposure. 

@ The American Pharmaceu- 
tical Association has tried bring- 
ing moral pressure to bear upon 
its members. But aside from pass- 
ing high-sounding resolutions, 
mailing out literature, and dis- 
cussing the problem with enforce- 
ment agencies, it has accom- 
plished little. 

Some zombies actually contain 
the correct ingredients with only 
the trademark faked. Others are 
imitations that resemble big- 
name drugs yet technically can- 
not be classed as counterfeits. But 
most are at least diluted; and 
some contain dangerous dosages 
that can cause allergies, cancers, 
and even death. Others are sim- 
ply worthless, like the vitamin 
capsules filled with sawdust re- 
cently confiscated in Detroit. 

Diluted drugs may do no im- 


mediate harm, but neither do 
they do much good, of course. 
Over a period, they can cause a 
patient’s death simply by :2o¢ cur- 
ing. 

The drug bootleggers are en- 
couraged by the record of arrests, 
prosecutions and _ punishment, 
which is so meager as to be alarm- 
ing. Those who have been 
nabbed usually have gotten off 
with light fines. The record pro- 
vides clear evidence that the rack- 
et is completely out of control. 
Legitimate drug manufacturers 
are far from satisfied that every- 
thing possible is being done to 
protect both their products and 
the public’s safety. 

The profit in counterfeit drugs 
is vast; the risks are small; pun- 
ishment has been trivial. So long 
as this equation remains, the 
deadly traffic will flourish. 

* 
Since this article above was pub- 
lished, the Food and Drug Ad- 
ministration has said that produc- 
tion of zombies is not declining, 
but growing. 

The District of Columbia Phar- 
maceutical Association, anxious 
to purge an honorable profession 
of its shady operators, conferred 
with Parade about the problem. 
As a result, a committee was or- 
ganized and a Washington pilot 
project set up. 

In this project, pharmacists will 
sign a “Pledge of Ethical Prac- 


Double Talk 
The U.S. Armed Forces Medical Journal has collected some 
rich euphemisms, of the sort sometimes found in articles 
about drug testing. For example: 

“We determined to conduct a controlled comparative 
evaluation of the most commonly used agents in order to 
assay their respective advantages and disadvantages.” 
Translation: What else could we do with those samples? 

“Exhaustive perusal of the available literature revealed 
the paucity of experimentation in this area.” Translation: 
Nothing new in this week’s JAMA. 

“Subjects were randomly selected without prior attention 
to inherent clinical variables.” Translation: We used any- 
body we could get. 

“Side effects generally occur as a result of personal idio- 
syncrasy rather than as a predictable response to the dosage 
level.” Translation: Be careful with this stuff. 

“The precise mechanism through which the response is 
mediated has not yet been defined.” Translation: We don't 
know what happened. 

“We gratefully acknowledge the cooperation, in many 
areas of this study, of the Blank Laboratories.” Translation: 
They paid us. 


tice” and agree to forfeit a $10,- 
000 bond if, knowingly, that 
pledge is broken. Those who sign 
will be issued blue-and-white seals 
as a symbol of the purity of their 
pharmacies. 


The issuing of seals and record- 
ing of pledges in Washington will 
be the responsibility of a three- 
man, not-for-profit committee — 
the National Committee Against 
Counterfeit Drugs (NCACD), 
consisting of Jack Anderson, who 
directed Parade’s investigation; 
Warren Woods, prominent Wash- 
ington attorney in no way con- 
nected with the drug industry; 
and Walter Mancuso, president- 
elect of the pharmaceutical as- 
sociation. 

Certain drug manufacturers 
have expressed willingness to pro- 
vide shoppers, investigators, and 
testing facilities to police the pro- 
gram. Committee investigators 
will spot-shop drug stores. 

Any complaint that a pharma- 
cist is violating his pledge will be 
throughly investigated. Serious 
evidence of counterfeiting will be 
turned over to authorities for 
prosecution. Should the authori- 
ties fail to take what the commit- 
tee considers satisfactory action, 
however, the committee will re- 
serve the right to file civil suit 
and present evidence in court to 
collect the $10,000 forfeiture. 
Any forfeits collected will go to 
a scholarship fund for the train- 
ing of pharmacists. 

The response to the seal pro- 
gram has been encouraging. But 
to kill the bootleg drug racket en- 
tirely will require tougher state 
and federal laws, perhaps tougher 
policing and penalties. Until that 
day comes, pill purchasers should 
be on their guard. 
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by Morton C. Creditor, M.D. 


The post-World War II demand 
for the establishment of residency 
training programs to accommo- 
date the large numbers of veteran 
physicians resulted in the sudden 
approval of many private hospi- 
tals for residency training. The 
majority of these residency pro- 
grams have continued to operate 


despite the fact that the need for | 


their inception no longer exists. 

There currently are available 
in this country far more residency 
positions than domestically 
trained candidates for these posi- 
tions. This has resulted in fierce 
competition between hospitals. 

In this competition, the long- 
established residencies in universi- 
ty and municipal hospitals have 
rightfully triumphed in acquiring 
the best students. During this 
same period the establishment of 
new residency programs in Veter- 
ans Administration and Armed 
Forces hospitals further separated 
the private hospital programs 
from the mainstream of most 
qualified candidates. 

Many private hospitals began 
to offer attractive inducements in 
the form of increased “stipends” 
(now reaching figures to merit the 
more appropriate term “salary”), 
family housing facilities, fringe 
benefits, etc. Fortunately, this has 
done little to change the trend, 
since well-motivated candidates 
are seeking an educational experi- 
ence and not merely a good “job.” 

Many private hospitals with 
well-qualified and cooperative 
staff physicians offer excellent 
programs of instruction. A recent 
trend has been toward the em- 
ployment of a full-time director 
of medical education, whose pri- 
mary function is to coordinate the 
training program. These practices 
have resulted in excellent formal 
teaching programs, but have not 
significantly increased the rate of 
application for house staff posi- 
tions in most private hospitals. 


Dr. Creditor is director, medical education and 
research, Menorah Medical Center, and asso- 
ciate professor of medicine, Kansas University 
School of Medicine. 


*Copyright 1960 by the University of Chicago. 
Published by the University of Chicago Press. 
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House Staff Training 


on a Private Medical Service 


Condensed from The Journal of Medical Education, August 1960* 


The main problem in the pri- 
vate hospitals is the availability 
of patient material to the house 
staff members. The most impor- 
tant requirement of internship 
and residency is that the trainee 
acquire a wide experience, includ- 
ing responsibility for the manage- 
ment of disease. The problems 
pertaining to this requirement on 
private medical services are ob- 
vious. 

However, socio-economic condi- 
tions have extended this problem 
to the university centers as well. 
With the gradual disappearance 
of the indigent patient, the large 
medical centers must also utilize 
the private patients in their teach- 
ing programs. The private hospi- 
tal now has the opportunity to 
become competitive in relation 
to this. 

Private hospitals can provide 
fully acceptable excellent training 
programs based on private pa- 
tients. A few principles must be 
abided by: 

1. The primary purpose of in- 
ternship and residency is educa- 
tion, not service. Pre-definition of 
the responsibility of each indi- 
vidual in the departmental teach- 
ing program is needed. 

The medical staff must accept 
the fact that the house staff will 
not be spread thinly for the pur- 
pose of accomplishing all the 
chores of the hospital. Further- 
more, and much more difficult, 
the members of the attending staff 
themselves must perform these 
tasks when no house staff physi- 
cian is assigned to a service. 

The house staff should not be 
required to perform service relat- 
ing to private patients unless 
these patients are available as 


educational material. This im- 
plies that, in general, the patients 
admitted to a service will be avail- 
able for teaching purposes, formal 
or otherwise, and is best accom- 
plished if this is hospital policy 
and if staff appointment be made 
contingent upon acceptance of 
this principle. 

2. The trainee must be in- 
cluded in the total responsibility 
for the total care of the hospital- 
ized patient. His role must be 
active. 

The responsibilities of the 
house staff members must be 
graded according to their experi- 
ence and proficiency. This is, 
however, supervised responsibili- 
ty, and can be applied to the care 
of private patients without en- 
dangering the private patient-doc- 
tor relationship. 

The attending staff physician 
must become imbued with the 
concept that the house staff mem- 
ber is his associate in his hospital 
practice; that he has a defined 
role which is neither permissive 
nor passive. 

The resident physician must be 
offered the opportunity to formu- 
late and exercise judgment, and 
to act when necessary. And above 
all, the house staff physician must 
not be bypassed by the attending 
physician. 

3. Finally, physicians and the 
communities which they serve 
must constantly be made aware 
of the benefits of a teaching pro- 
gram. Emphasis should be placed 
upon the value of the program 
as continuing postgraduate study 
for the attending staff with obvi- 
ous ultimate benefit to the pa- 
tients. 
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Integrated 
Communication 
through 
Construction 


by Gordon A. Friesen 


Condensed from 
Hospital Progress, August 1960 


Since in the average hospital 50 
percent of the nurses’ time is 
spent gathering supplies, the ob- 
jective in planning the 250-bed 
Holy Cross Hospital now being 
constructed in San Fernando, 
Calif., was to place at the disposal 
of medical and hospital staff the 
supplies needed, without loss of 
time or steps, in order to allow 
the optimum use of professional 
abilities in rendering patient care. 

In most hospitals there are 
many sources of supplies which 
are apt to be located in widely 
separated parts of the building. 
The wasted time spent in requi- 


Mr. Friesen is president, Gordon A. Friesen 
Associates, Washington, D. C. 


sitioning and collecting supplies 
from many “central” storerooms 
(which have no relationship to 
each other and function as inde- 
pendent units rather than co- 
ordinated services) can be saved 
by utilizing the concept of one 
source of supply for all articles. 

At Holy Cross, all sources of 
supply, including laundry, sterile 
supply, storerooms, pharmacy, 
etc., are logically grouped around 
the master dispatch center on the 
ground floor of the hospital. 

From this dispatch center sup- 
plies are sent via an automatic 
ejector vertical conveyor system 
to supply cores on each of the 
patient floors. From the floor 
supply core, materials are taken 
by cart to the patient’s room. 

With the automatic ejector sys- 
tem, tray conveyors carry supplies 
to the desired floor where the 
ejector—with the capacity of 
eight trays per minute — unloads 
the trays automatically. Only one 
operator is required. 

After reprocessing and/or pre- 
packaging, all supplies are sent 
to the processed storage area of 
the master dispatch center for 
eventual distribution to the floor. 
The complement system of sup- 
plies, which is based upon the 
diagnosis of the individual pa- 
tient, is used in order to assure 
the nurse that she has what is 
needed, when she needs it in the 
patient’s room. 

After the 24-hour complements 
of supplies are conveyed to the 
supply core on the floor, they are 
placed on flexible carts for deliv- 
ery to the patients’ rooms and 
stored in a special cabinet — the 
“nurserver.” This is actually a 
combination of two distinct dou- 
ble-door units—one for clean 
supplies and the other for used 
items—which is located within the 


service area of each patient’s 
room. It can be stocked or soiled 
items removed without entering 
the room. 

All soiled material placed in 
the nurserver will be regarded as 
contaminated and will be placed 
in disposable plastic bags. 

Periodically, the soiled mate- 
rials are picked up and returned 
to a soiled holding area on the 
floor. From there, reusable items 
are returned by the descending 
conveyor used only for soiled 
items to a central decontamina- 
tion area for reprocessing. In 
addition, the soiled holding area 
contains a trash chute, a linen 
chute terminating in the soiled 
linen room in the laundry, and 
another conveyor which returns 
dishes directly to the central dish 
washing room adjacent to the 
kitchen. 

To coordinate the supply sys- 
tem, and to take care of emer- 
gencies, a specialized two-way 
voice communication system will 
be installed. Stations in each of 
the service areas will enable the 
nurse to call the supply core of 
the floor, the nurses’ station, or 
the master dispatcher. 

This unit augments the patient- 
call system, and will free nurses 
from hundreds of unnecessary 
trips each day. 

Another feature of the commu- 
nication system is a push-button, 
audio-visual, in-out register ac- 
commodating 200 names, which 
will enable the switchboard oper- 
ator and other personnel to know 
instantly whether or not a doctor 
is in the hospital. The system is 
designed to permit easy and eco- 
nomical expansion up to 1,000 
names and will provide instant 
registration at many locations in 
the hospital without as much wire 
and cable as is needed for old- 
fashioned systems. 

As a logical result of this plan- 
ning, and with the support of 
modern communications, profes- 
sional abilities will be better uti- 
lized and the cost of operating 
the hospital will be substantially 
reduced. Yet with all these inno- 
vations, Holy Cross Hospital is 
costing no more to build than a 
traditional structure. 
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» Another Hill-Rom private room grouping 
; —in beautiful, durable Maple 


most attractive and durable of hardwoods. The grouping includes several items 
not previously produced for hospital rooms, such as hanging wall cabinets, 
. hanging wall closets and a bedside cabinet lamp—all designed to make possible 


or 
is e The popular No. 9000 grouping is now available in hard maple—one of the 
00 


= fewer pieces on the floor. Result—rooms that are easier to clean, and that give a 
“ less crowded effect. 
4 Included in the room pictured above are: No. 90-65-1 All-Electric Hilow Bed; 
mg No. 9003 Bedside Cabinet with No. 307 Lamp; No. 90-614 Overbed Table; No. E 
of 90-07 Straight Chair and No. 9008 Arm Chair. Also available with this grouping be In Maple 
es- are: No. 90-62 Electric Hilow Bed, No. 90-61 Manual Hilow Bed and No. Finish 
rti- 9001 Standard Height Bed. Catalog and complete information on eB a 
lly 
no- The No. 90-65-1 All-Electric Hilow Bed and No. 90-62 Electric Hilow Bed are listed by Underwriters’ Laboratories 
is as safe for use with oxygen.—administering equipment of the nasal mask type and half-bed length standard oxygen tent. 
la 
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Shown here is a recessed-in-ceiling installation of Hill-Rom A.E. 
(aluminum extruded) Screening. This type of installation is preferred 
by many architects and decorators, especially for new buildings and 
major remodeling jobs. Nylon mesh top curtains, which should always 
be used with this type installation, permit more light and better 
circulation of air. 


Other types of installation for A.E. Screening are: 


Surtace-mounted (cei/ing type) 
Near-ceiling suspended (dropped from ceiling) 


These other types of installation make it possible to screen any size 
or shape room or ward, in either new or old buildings. Hill-Rom A.E. 
is the one line of cubicle screening that has been designed and engi- 
neered to meet the exacting demands of architects, maintenance 
engineers and hospital administrative groups. The combination of 
aluminum track and nylon slides gives a smooth, quiet operation. 
The administrative groups appreciate the low cost, and the mainte- 
nance people like it because it requires the minimum amount of 
maintenance. 

Hill-Rom cubicle curtains are made of permanently flameproofed 
cordette materials in a choice of colors. Hill-Rom curtains are now 
. available for replacement of curtains. Just specify size, length and 
: width, and grommet spacing. 


New Screening catalog will be sent on request. 
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Hill-Rom Z\\= (aluminum extruded) Screening 


COMPLETE PRIVACY 
For semi-private 


rooms and wards— 


in old or new buildings 


Because of the small size of the slides, storing curtains 
against the wall requires minimum amount of space. 
Curtains do not interfere with the placement of furniture. 


In a four-bed ward it is necessary to afford each | 
patient complete privacy. Four “L” shaped units and 
four curtains do the job. Hill-Rom curtains are easy to 
wash and easy to iron. 


If the curtain interferes with the view of two patients 
during conversation, it can be pushed over towards the 
window, allowing full view of each patient, This is also 
convenient when a stretcher is brought alongside the 
bed. 
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Association of American Medical Colleges 


Changes in Medical Education: 
Seven Variations on the Theme 


Some 900 medical educators and guests from across 
the nation as well as several foreign countries—includ- 
ing 25 medical-school deans from Mexico and Central 
and South America — attended the Association of 
American Medical Colleges’ 7lst annual meeting, 
October 30 to November 1, at Hollywood Beach, Fla. 

The common theme running through the meeting 
was an appraisal of the changes taking place in medi- 
cal education. Below, Topics presents selected ab- 
stracts of some of the paper and speeches given at 
the meeting. 


The Role of Private Patients 
in Medical Education 


In Edmonton, Alberta 


For the last 36 years the University of Alberta faculty 
of medicine has maintained a grade A accreditation 
and graduated 1,339 physicians in spite of the fact 
that 95.7 percent of the admissions to its four affiliated 
general hospitals (with a total of 2,726 beds) are 
occupied by private paying patients. Recent articles 
on medical education would suggest that this situa- 
tion is somewhat unique and is, in fact, a predicament 
many schools view with alarm. 

We believe private patients constitute exceptionally 
fine teaching material, for the following reasons: 

1. This type of patient eventually will constitute 
the bulk of the student’s future practice. Is it not 
fitting, therefore, that his major exposure should be 
to private patients? 

2. Private patients are better witnesses and, as a 
rule, present disease states at an earlier and conse- 
quently educationally more valuable stage in their 
morbid process than many of us were accustomed to 
see in the charity wards in days gone by. 

3. The teacher, when using private patients, must 
exemplify for the student the ultimate in physician- 
patient relationships to maintain the patient’s co- 
operation and create an optimal educational experi- 
ence. 

4. ‘Total patient care is more readily apparent in 
the relationship of the doctor to his private patient 
than it is in most outpatient departments, where, 
if it is present at all, it is often artificially produced 
through an elaborate integration of representatives 
of the behavioral sciences. 

The success or failure of the use of private patients 
for teaching depends far more on a reorientation of 
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the philosophy of our medical teachers than it does 
on the assumed resistance of the private patient him- 
self. To this end, we believe that the preceptorship 
program, in one of its many forms, is the essential 
basis for the integration of private patients into the 
sphere of undergraduate teaching. The success of such 
a program depends upon attention to the develop- 
ment, within the individual student, of an approach 
to patients and an ability to assess situations which 
will lead automatically to the creation of satisfactory 
patient-student rapport. 

In addition, for years we have used a procedure — 
based on common courtesy rather than premeditation 
—in obtaining patients’ cooperation for clinical pur- 
poses. The procedure has five essential steps: (1) if 
the patient to be presented is not the clinician’s own 
patient, he first contacts the patient’s attending phy- 
sician in advance of the presentation and obtains his 
permission to use the patient; (2) the teacher next 
personally visits the patient; (3) the patient is intro- 
duced to the student group, individually if possible, 
and the clinician expresses his appreciation that the 
patient has volunteered to participate; (4) the focus 
of attention is on the history and physical examina- 
tion during the patient’s presence; and (5) the patient 
is sincerely thanked for this contribution to the teach- 
ing exercise. 

Accordingly, almost every patient expects to be 
used for student instruction. That this expectation 
is associated with anticipation rather than antipathy 
leads us to believe that our philosophy regarding 
teacher-patient relationships has been well founded. 
We think the current controversy over the use of 
private patients for teaching is out of proportion to 
the problem itself. Certainly it demands a little more 
time and consideration of the rights of patients as in- 
dividuals than is often evidenced on public ward serv- 
ices, but in return the dividends are greater. — Robert 
A. Macbeth, M.D., professor of surgery, and Walter 
C. MacKenzie, M.D., dean, faculty of medicine, Uni- 
versity of Alberta, Edmonton, Alta., Canada. 


In Chicago 
Because of the trend toward more universal health 
insurance, which has decreased the number of charity 
patients who have served as the major source of clini- 
cal teaching material in this country, the private pay- 
ing patient will play an increasingly important role 
(Continued on next page) 
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in the education of medical students, interns, and 
residents. 

Since 1927 the University of Chicago has carried 
on an active program in teaching and research using 
patients who pay for their medical care. Our method 
of dealing with these patients is as follows: 

The patient may be referred to the clinic by his 
physician or another patient, or may initiate his own 
visit. He may wish to see a specific doctor, a special- 
ist, or he may desire general medical help. First he 
reports to an outpatient clinic, where he is usually 
seen by a senior medical student or a resident. The 
medical student is checked by one of the attending 
physicians, who then follows the patient for the re- 
mainder of his care, unless he is transferred for spe- 
cialized care. Patients seen by the residents remain 
under their guidance with appropriate consultation 
from the attending staff. 

Should the patient require hospitalization he is 
admitted on the service of the staff physician in whose 
outpatient clinic he was seen. In the hospital he is 
usually assigned to a junior medical student who does 
a complete work-up. The intern does a history and 
physical examination, and, in conjunction with the 
resident on the service, determines the diagnostic tests 
and the therapeutic regimen. The attending physician 
makes rounds and in consultation with the house 
staff guides these procedures where appropriate. Thus 
each patient is seen by students at all levels. 

The clinical faculty is convinced this system is a 
good one and that a kind of training is given which 
will have a lasting value.—Robert G. Page, M.D., and 
Wright Adams, M.D., department of medicine, Uni- 
versity of Chicago. 


National Effort Needed In 

Financial Aid to Med Students 

If modern medical education is to meet its minimum 
goal of providing sufficient physicians to care for 
the nation’s health needs, there must be a national 
program for alleviating the financial problems of 
medical students. 

Along with a decline in the number of applicants 
to medical schools there has also been a definite in- 
crease in the cost of the education. Medical students 
have shown that they are willing to undergo consid- 
erable sacrifice to achieve a medical degree, and the 
schools have put forth great efforts to help their 
students financially, but nothing less than a total 
national effort will ameliorate this condition. 

Based on a study using 4,899 returns from anony- 
mous questionnaires sent to seniors from the 1959 
graduating medical school classes, we found that 20 
percent of the graduates (or approximately 1,400 
students) were in debt upon graduation in an amount 
exceeding $2,500 (average debt was $6,584). 

By 1965 we will need an additional 750 graduates 
per class to maintain the current physician/popula- 
tion ratio of 132/100,000. Taking into consideration 
that many of the students who might contribute to 
this increase are entering the less costly and better 
financially supported graduate departments in the 
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natural and social sciences, and adding to this both 
the students in debt and those who never choose medi- 
cine because they cannot afford it, the minimum esti- 
mated number of students per class who need finan- 
cial aid is approximately 2,150 in a class of 7,750 (28 
percent), or 8,600 students in all four classes in medi- 
cal schools in a given year. 

The essential point of any program of financial 
assistance is to provide the student with economic 
capability to meet necessary expenses. Currently the 
student and his family are providing more than 80 
percent of the funds for his medical education. A 
reasonable goal for financial assistance is to achieve 
an equal division of labor between the family’s cur- 
rent resources, the student’s future income as a phy- 
sician, and society. 

The above data imply an average need of $4,000 
in loan assistance and $4,000 in non-refundable 
stipend assistance for 2,150 students per medical- 
school class. Such a program would cost $17.2 million 
per year for 8,600 (28 percent) individuals in the 
total medical-school body of 31,000 (estimate of 1965 
needs for medical-school graduates), or $86 million 
over a five-year period between 1961-66.—J. Frank 
Whiting, Ph.D., assistant director, division of opera- 
tional studies, Association of American Medical Col- 
leges, Evanston, III. 


Medical Overseasmanship— 

Obligations, Opportunities, Operations 
Once it is agreed that the nation and the West have 
an obligation, a duty, or simply a self-fulfilling urge 
to take part in the progress of the rest of the world, 
certain special opportunities present themselves to 
the nation’s medical schools. In the first place, they 
will find that what they have to offer is particularly 
welcome. Of all the varied and often somewhat doubt- 
ful blessings the West can confer, better health is 
perhaps the most easily understood, the most im- 
mediately wanted, and the most firmly grasped. The 
instinct to live and to reproduce overrides all doubts 
about foreign intervention, the evils of urbanization, 
or the destruction of tribal value systens. 

Medicine, too, offers the opportunity of introduc- 
ing into a society a series of concepts or attitudes in- 
dispensable for the development of a modern socio- 
economic system. These are: the idea that man can 
control nature, that loving one’s neighbor is a good 
thing, and that social organizations can be built on 
other than family lines. 

Nowhere save in Western Europe have these three 
elements been put together into a single weapon 
system for waging the battle against poverty, disease, 
and death. Medicine combines these elements in a 
way easily understood and immediately welcomed by 
almost any population, however backward—for in- 
stance, by demonstrating that ill health is not a mat- 
ter of evil spirits or divine wrath, that the doctor 
gives equal care and attention to all comers, and 
that the concepts of science and Christian brother- 
hood may be put together into community organiza- 
tion for the development of better water supplies, 
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sanitation, and hospital care for the good of all. 

The job calls for sustained effort. Any medical 
school that commits itself to a serious role in this 
effort should prepare for a program which will long 
outlast the lives of its present faculty. A primary 
requisite is at least a small nucleus of staff which gives 
highest priority to problems of overseas medicine. 
Stable financing must be found and some sort of 
tenure arrangements devised for people willing to 
commit themselves to this effort. 

An immediate problem for the American medical 
school is the relative ignorance of the people who 
come to it from overseas for training. Many potential- 
ly excellent people lack sufficient training in basic 
science of one sort, or else their clinical training has 
followed a pattern so different from ours that they 
will feel completely at sea when called upon to per- 
form the usual duties of American interns and resi- 
dents. 

We know little ourselves about providing medical 
care on a mass basis. Even in our own country medi- 
cal education has provided little leadership, and the 
profession as a whole has shown little concern for 
the quantitative aspects of medical care. What a 
paradox it is, for example, that just as we are arm- 
ing ourselves to improve medical education in under- 
developed areas we wake up to find ourselves rely- 
ing on the products of these very same schools to 
staff the non-teaching hospitals of our own great met- 
ropolitan areas. 

The first thing the individual medical school can 
do to prepare its students for their international as 
well as their national responsibilities is to demon- 
strate that it takes the problem of overseas develop- 
ment seriously. A maximum effort would include 
taking responsibility for the development of a medi- 
cal school abroad, through some such mechanism as 
an ICA contract. Schools unable to take on so great 
an over-all job can still help by encouraging outstand- 
ing faculty members to accept overseas assignments 
with a firm agreement to take them back at an appro- 
priate level when the task is completed.—Robert S. 
Morison, M.D., director of biological and medical 
research, Rockefeller Foundation, New York City. 


Describe Program for Educating 

Students on Costs of Care 

An educational program concerning patient charges 
and costs of utilization of ancillary services for in- 
patients was instituted on the teaching services of 
The Jefferson Medical College Hospital not only to 
acquaint medical students with the costs of patient 
care but also to stimulate them to. consider, through 
realization of charges, the need for the procedure or 
service under discussion. 

Charge manuals and charge sheets were supplied 
for their use. Patients were selected to demonstrate 
costs of care for varying diagnoses and lengths of 
stay, reducing the burden of the study and the monot- 
ony of repetitious calculations. Records were kept 
for the complete period of hospitalization of each 
patient studied. 
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In group presentations of these patients, costs were 
brought out. Need for a procedure or test was dis- 
cussed and its true indication established through 
attempts to lower the financial burden. Adequacy of 
simpler screening procedures in place of complex 
technics was spotlighted. Choice of the sequence of 
studies and technics to combine procedures came 
under consideration as they affected length of hos- 
pital stay. 

Discussions at ward rounds to determine the best 
procedure replaced independent promiscuous ordering 
by various residents and attending physicians. Real 
benefits in evaluation of indications for, and selection 
of, alternative procedures resulted. Resident partici- 
pation extended these benefits to the house staff and 
attending staff as well. — William A. Sodeman, M.D., 
dean and professor of medicine, Jefferson Medical 
College, Philadelphia, and John A. Nelson, MS., 
Metropolitan Hospital, Detroit. 


Study Shows Senior Med Students 
Feel Omnipotent Toward Patients 


For the past few years we have been involved in study- 
ing and evaluating the process of teaching senior 
medical students in a clerkship setting, with emphasis 
on the area of attitudinal development and change. 
In a sub-study of 75 senior medical students serving a 
psychiatric clerkship held five half-days a week for 
six weeks, we used an attitude scale to measure the 
strength of various attitude complexes. 

We found that one sees an increasing awareness on 
the students’ part that they as physicians have both 
positive and negative reactions to patients which may 
influence the nature and course of treatment. Stu- 
dents become much more aware of the importance 
of dealing with patients’ emotional reactions, and 
they view with less favor the notion that formality, 
impersonality, and studied detachment are necessary 
accoutrements of the scientific physician. They broad- 
en their concept of the meaning of illness and its 
potential influence. 

However, there is an attitudinal area which ap- 
pears in our data and casts a shadow over any atmos- 
phere of optimism. This area seems to reflect the 
student’s view of himself as occupying an authoritari- 
an, omnipotent role vis-a-vis the patient. It reflects 
the student’s acceptance of the idea that he has un- 
questioned prerogative to influence, manipulate, or 
control the patient’s behavior because of his own 
special status as physician, and that this prerogative 
gives him free license to override the patient’s judg- 
ment as he sees fit and impose his own value system 
upon the patient. 

This question of medical omnipotence as a personal 
attitude has often been discussed. The contribution 
to its development of four years of training which 
necessarily stresses the great responsibility our society 
accords the physician is generally understood. One 
might also question the degree to which choice of 
a medical career by the student and choice of the 
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applying student by the medical school operate selec- 
tively to give us students whose personalities easily 
accept the omnipotent role.—David I. Cheifetz, Ph.D., 
Presbyterian-St. Luke’s Hospital, Chicago; Jack Sap- 
orta, and Paul E. Nielson, Ph.D., M.D., University 
of Illinois College of Medicine, Chicago. 


Develop New Test to Evaluate 
Internship Experience 


One problem confronting those who are involved in 
determining a physician’s qualification for the prac- 
tice of medicine is how to judge his clinical compe- 
tence. Medical knowledge can be tested with consid- 
erable precision by comprehensive written examina- 
tions. Can equal confidence be placed in tests of such 


professional competence as keenness of observation, 
skill in establishing rapport with a patient, thorough- 
ness and finesse in performing a physical examination, 
ability to synthesize and make a diagnosis, clinical 
acumen and judgment in patient care? 

The National Board of Medical Examiners and 
test experts of the American Institute for Research 
are studying this question in a two-year project to 
develop a new test which will go beyond examina- 
tions of medical knowledge and measure professional 
competence in clinical situations.—John P. Hubbard, 
M.D., chairman, department of preventive medicine, 
University of Pennsylvania School of Medicine, Phil- 
adelphia; secretary, National Board of Medical Ex- 
aminers. 


American Academy of Dermatology and Syphilology 


Dermatologists Study Implications 
Of Research Into Skin Disorders 


Psoriasis 


Skin Disease May Be 

Genetically Influenced 

There is considerable evidence that psoriasis might be 
a delayed physiological birthmark, determined by 
genetic predisposition. In effect, the outer layers of 
the skin race out of control in their reproductive rate. 

Aminopterin and methotraxate slow down this cell 
reproduction and can be given safely to ambulatory 
patients for at least partial control in severe cases of 
psoriasis, in individuals whose lives may be ruined be- 
cause of unsightliness of the disease or because of 
actual interference with their ability to earn a living. 

These drugs must be given directly to the patient 
by the physician. They are subject to rigid FDA con- 
trol, particularly to prevent them from being abused 
and used for conditions that have nothing to do with 
psoriasis. 

Neither drug is curative. The inborn predisposition 
persists even after the scaly areas are brought com- 
pletely or partially under control.—Rees B. Rees, M.D., 
chairman, division of dermatology, University of 
California School of Medicine, San Francisco. 


Selectively Deposited Drug 

Reduces Scale Formation 

A recent study revealed that the formation of scales 
on the skin in psoriasis patients was greatly reduced by 
the use of the drug hydroxystilbamidine. 

Twenty-one patients were given the drug by intra- 
muscular injection. In all cases the scaling character- 
istic of the disease was greatly reduced. In nine 
patients, the disease cleared and remained suppressed 
for two to three months. However, in no cases could 
the drug be considered a curative agent. 

Clinical investigations and _ laboratory studies 
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showed that the drug, which can easily be detected in 
the tissues by its fluorescence, was selectively deposited 
in the parts of the skin and nails affected by the 
psoriasis. Coincidentally, the acid mucoid substances 
that customarily accumulate in the epidermis and 
nails of a person afflicted with psoriasis could no 
longer be detected in the affected tissues on micro- 
scopic examination.—Daphne A. Roe, M.D., depart- 
ment of pathology, Memorial Hospital, Wilmington, 
Del. 


Find Psoriatic Arthritis 

A Definite Entity 

Arthritis may be associated with psoriasis, and there 
are indications that this psoriatic arthritis is associ- 
ated with spondylitic heart disease. 

Studies conducted on 86 patients afflicted with 
both arthritis and psoriasis indicated that psoriatic 
arthritis is a definite entity distinct from rheumatoid 
arthritis. 

There are eight reasons for concluding that it is 
distinct: 

1. Psoriatic arthritis is found more in men; rheu- 
matoid arthritis is prevalent among women. 

2. Often psoriatic arthritis develops in younger 
individuals, whereas rheumatoid arthritis usually is 
found in older persons. 

3. X-ray changes show differences between the two 
types. 

4. There is a lack of subcutaneous rheumatoid 
nodules in psoriatic arthritis. 

5. The arthritis and psoriasis are of equal society. 

6. The psoriatic nail change is similar to distal in- 
terphalangeal arthritis. 

7. Both arthritis and psoriasis are resistant to cor- 
ticosteroid therapy. 

8. Agglutination tests for the rheumatoid factor are 
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nearly negative.—William B. Reed, M.D., clinical as- 
sistant professor of dermatology, and S. William Beck- 
cr, M.D., emeritus professor of medicine, University 
of Southern California, Los Angeles. 


Psychoanalysis Helpful 

In Skin Disorders 

Psychiatrically-oriented treatment may be an effective 
form of therapy for the permanent eradication of 
neurodermatitis. Psychoanalytic treatment is also ef- 
fective in helping persons afflicted with psoriasis. 

In mild, localized cases of neurodermatitis, short- 
term superficial psychotherapy is frequently sufficient. 
In the more extensive generalized cases, psychoanalysis 
with gradual growth and development of the person- 
ality is necessary for permanent results. 

Since neurodermatitis often is induced by difficult 
relationships between a patient and members of his 
family, “family psychotherapy” is probably the most 
effective form of psychiatric treatment for that disease. 
This treats both the source of the problem and the 
problem itself. 

In psoriasis, the personality structure of the patients 
is a healthier one. There is less dependency, less 
rigidity; patients’ personalities are well compensated. 
These patients are usually friendly, adaptable, placid 
and flaccid in appearance. They seem to be better ad- 
justed than the average person in our society. How- 
ever, this placid facade covers up repressed self-asser- 
tion and self-protection which may result in spastic, 
latent, chronic gall-bladder disease, which in turn 
affects liver metabolism, which in turn is related to 
psoriasis. 

Many of these patients are so satisfied with their 
adjustability that it is difficult for them to see the 
relationship of their problems to their psoriasis. Short- 
term psychotherapy has given good results in intelli- 
gent patients. Awareness of their behavior and the 
repercussions on the skin have enabled some patients 
to become more assertive and protective of their needs, 
with the result that their psoriasis has cleared up.— 
Sadie H. Zaidens, M.D., lecturer in psychosomatic 
dermatology, New York Polyclinic Medical School and 
Hospital, New York City. 


Sunburn 


Chronic Exposure Linked 

To Skin Cancers 

Chronic exposure to sunlight can be one of the major 
factors in the production of precancerous and can- 
cerous conditions of the skin, warned the committee 
on cosmetics of the American Medical Association, in 
a scientific exhibit presented at the meeting. Stephen 
Rothmann, M.D., Chicago, is chairman of the com- 
mittee. 

The threat of malignancy does not concern the 
person who sunbathes occasionally, according to the 
committee, but all individuals engaged in outdoor 
pastimes as well as occupations should adopt protec- 
tive measures. Complete immunity to the sun can 
never be assumed. Natural skin oils, the horny layer 
of the skin, and sweat provide some protection against 
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sunburn, but in many persons this not enough to pre- 
vent severe damage and induce tanning. Therefore it 
should be supplemented with protective substances, 
the committee advised. 


Synthetic Tan 

No Protection 

Because synthetic sun tans without exposure to the 
sun are really chemical stains on the outer layer of 
the skin, it is possible to get sunburned underneath 
the tan. 

A recent cosmetic development making it possible 
to acquire a suntan without sunning causes a chemical 
staining reaction which brings about a brownish dis- 
coloration of the horny layer of the skin. This reaction 
does not involve any normal physiologic activity of 


Wiley M. Sams, M.D. (center) University of Miami, Miami, Fla., poses 
with gavel of office after his election as president of the American 
Academy of Dermatology and Syphilology at the association’s recent 
meeting in Chicago. Thomas Butterworth, M.D., (r) assistant professor 
of dermatology, University of Pennsylvania School of Medicine, Phila- 
delphia, is the new vice president; and Robert R. Kierland, M.D., Mayo 
Clinic, Rochester, Minn. is secretary-treasurer. 


the skin, and therefore the ‘‘tan” does not act as a 
sun screen. — Howard I. Maibach, M.D., assistant in- 
structor in dermatology, University of Pennsylvania, 
School of Medicine, Philadelphia. 


Skin Pigment Associated 

With Sun Protection 

The ability of one’s skin to protect itself from the 
damaging ultraviolet rays of the sun is definitely 
associated with the quantity of pigment present in 
the skin. 

It has long been recognized that the darkly pig- 
mented races are less prone to develop aging of the 
skin and skin cancer as a result of chronic exposure 
to the sun. 

A skin specimen was taken from an albinoid Negress 
who had suffered extensive skin damage from sun 
exposure. The skin specimen showed no sun damage 
in the pigmented area but extensive damage in the 
nonpigmented area. In both areas the top layer of 
skin, covering the layer under observation, was the 
same thickness.—Robert T. Carson, M.D., depart- 
ment of dermatology, Los Angeles County Hospital. 
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Opposite positions on financing health care for the 
aged were taken by two of the principal sections of 
the White House Conference on Aging, held in Wash- 
ington, D.C., January 9-12. Twenty-seven hundred 
delegates attended the conference, which culminated 
two years of planning. 

The section on income maintenance, which had the 
responsibility for developing a policy on medical-care 
financing, approved, by a vote of 170-99, a majority 
report favoring use of the social-security mechanism. 

The section on health and medical care, under the 
chairmanship of AMA president-elect Leonard W. 
Larson, M.D., approved, by a vote of 165-122, a report 
favoring the Kerr-Mills approach and including the 
statement: “Compulsory health care inevitably results 
in poor quality health care.” A minority report criti- 
cized insinuations that the quality of care given by a 
physician is influenced by the source of payment. 

Under the structure of the conference, each of the 
20 sections was autonomous and had the power to 
make final recommendations. Opposing views have 
equal weight and will be passed on as separate recom- 
mendations to Congress and the President. The final 
report is to be submitted to the President within 90 
days. 

The majority report of the income maintenance 
section stressed that states should take advantage of 
Kerr-Mills benefits for care of the medically indigent 
and that voluntary health insurance should be en- 
couraged, but that the social-security mechanism 
should be the basic means of financing health care 
for the aged; that Forand-type legislation would ease 
financial burdens on hospitals; and that social-security 
coverage ought to be extended to all persons who 
work (M.D.’s now are the only occupational group 
excluded). 

The minority report of this section contended that 
the majority's endorsement of the compulsory social- 
security approach was contrary to the recommenda- 
tions of the majority of the state conferences on aging. 
Of the 30 states which made specific recommendations 
on financing of medical care for the aged, only 10 
favored the social-security mechanism. 

The report declared further that the Kerr-Mills law 
effectively meets the needs of aged persons who re- 
quire assistance. 

Among major recommendations of the section on 
health and medical care were: adequate inpatient and 
outpatient facilities in hospitals for rehabilitation of 
the aging, federal grants to states for demonstration 


Opposing Recommendations on Financing 
Submitted at Conference on Aging 


projects and training of personnel and study of the 
feasibility of a National Institute of Rehabilitation. 
Members of this section recommended that Congress 
authorize a National Institute of Gerontology within 
the NIH structure, and that the federal government 
give full financial support to biomedical investigations 
in teaching institutions and government agencies. 

Another of the 20 work sections dealt exclusively 
with federal responsibilities. It favored the financing 
of health-care benefits under social security and called 
for establishment of an advisory council to guide 
such a program. Other recommendations were: guar- 
antee of freedom of choice of physician and hospital 
to recipients of government-sponsored care; tax re- 
forms that would stimulate gifts to institutions and 
agencies that help the aged; and channeling of more 
federal research funds into gerontology projects. 

President Eisenhower, in his address at the opening 
session, said the conference should develop every 
opinion “no matter how it may be opposed to another 
opinion.” 

Dr. Larson told the delegates that the nation must 
not only provide adequate care for those who are ill 
but must give more attention to the preservation of 
health. 

Marion Folsom, secretary of Health, Education, 
and Welfare in the Eisenhower cabinet from 1955-58, 
endorsed the social-security approach in his address 
to the conference. 

Sen. Pat McNamara (D., Mich.) repeated an earlier 
charge that the AMA had tried to “pack” the con- 
ference, and AFL-CIO president George Meany, in 
his talk, accused the AMA of having a “nineteenth- 
century philosophy” in opposing health care under 
social security. 

On the other hand, Rep. John E. Fogarty (D., R.1.), 
who introduced legislation establishing the conference, 
declared: ‘In my opinion, charges that the conference 
is ‘stacked’ are insulting to delegates facing up to the 
problems that will confront every one of us some day.” 

The income maintenance section, which Senator 
McNamara accused of being “stacked,” voted 170-99 
in favor of the social-security approach. 

Federally-administered funds spent on programs 
and services for older people have increased from 
less than $5 billion in 1950 to more than $15 billion 
in 1960, according to a report to President Eisenhower 
by the Federal Council on Aging. The report was 
one of three publications issued by the council for 
use at the conference. 
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“1 am certainly not an exponent of socialized medicine, but | personally 


can‘t see any other answer than taxation for the care of the aged through 
the social security mechanism. If someone had told me ten years ago 
that I'd sit at this table and say this, | wouldn't have believed it.” 


—KAUFFMAN 


Symposium on Health Care 


Moderator: John G. Steinle, president, John G. 
Steinle and Associates, Garden City, N. Y.; consulting 
editor, HosprrAL Topics. 


Panelists: Martin Cherkasky, M.D., director, Monte- 
fiore Hospital, New York City; David W. Stewart, 
managing director, Rochester Hospital Service (Blue 
Cross), Rochester, N. Y.; John W. Kauffman, admin- 
istrator, Princeton (N. J.) Hospital. 


Whether or not you agree with our panelists, we hope 
their frank soul-searching comments spur you to do 
some additional thinking on this vital issue. — THE 
EDITORS. 


Mr. Kauffman: The hospital profession generally 
and the people generally throughout the country 
speak of the aged and the chronically ill synaonymous- 
ly. They are not synonymous, and they should 
be defined. The aged who are ill fall in the chronic 
illness group; the aged who are not ill will require 
rehabilitation to maintain an identity with life, or 
maybe they require housing or are in another cate- 
gory. We cannot think of them as all lumped into 
one. There are a group of aspects that must be con- 
sidered. 

I also think that there has been a lack of national 
leadership in the field of chronic illness and care 
of the aged, in that national leaders have not really 
defined the areas and have not helped the public 
generally and the hospital people particularly to 
start to think of their responsibilities. toward the 
future. 

It seems that because of the financial aspects in 
many cases, general hospitals have a great desire to 
ignore the total care of the patient; we think only 
of acute illness, and we have a tendency to want to 
push off the other aspects of medicine. It also seems 
that in too many instances when we do start to 
think of caring for the aged and the chronically ill, 
we think immediately of building a facility, instead of 
doing as much as possible for the patients in the 
home before we start building beds for the care of 
these patients in institutions. Many times when units 
are considered we forget to consider the possibilities 
and the problems of financing, of staffing, and of need. 
Mr. Steinle: Dr. Cherkasky, would you agree that 


there is a sharp distinction between the definition of 
the aged and of the chronically ill, or is there such 
an over-lapping that it is hard to draw a clean-cut 
distinction? 

Dr. Cherkasky: | would agree with just about every. 
thing that Mr. Kauffman has said. I think it is true 
that the older people have more than their share 
Statistically of chronic disease, and of course this js 
what makes us focus our attention on it. What is 
more, they are least able to deal with it because 
of their precarious financial situation. But I do think 
it is a very serious mistake, as Mr. Kauffman has 
pointed out, to consider that old age and chroni 
disease are synonymous. In view of the fact that 
old age is approaching for me, I hope that it is not so, 

Also, I think it is a very grave mistake to separate 
people off by that magical number 65. When an 
older person has chronic illness, his problems are 
virtually identical with those of patients with chronic 
illness in almost any other age group, and it is not 
desirable or in his best interest to separate him 
because he happens to be old. Furthermore, most 
of the people who have chronic disease are not old- 
three-quarters of all the people with serious chronic 
disease are between the ages of 15 and 64. 

I also agree with Mr. Kauffman that we are too 

prone to think first of the enormously expensive insti 
tutional resources when dealing with these people. 
We in the general hospital field have not shown all 
of the ingenuity we might have in dealing with the 
problems of chronic disease in resources other than 
hospitals, such as the home and the nursing home. 
Mr. Steinle: Mr. Stewart, I understand that in Roches 
ter you are planning a very extensive home-care pro 
gram. Will you tell us something about your plans, 
and possibly how they are to be financed? 
Mr. Stewart: First just to re-enforce what has already 
been said, I think that there has been too little co 
ordination on the part of hospital and Blue Cross 
people, Blue Cross acting as the financial mechanism. 
Too little ingenuity and original thinking have been 
given to this problem. Certainly Blue Cross plans 
have stuck with financing just general hospital care. 
This is tied in, I think, with the lack of additional 
facilities in communities. 

When our community started to plan the com 
munity-wide home-care program which was established 
in October, it became iinmediately obvious that the 
program simply wouldn’t work unless there was mas 
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of the Aged 


ive community financing available to pay for the 
rvices. With 80 percent of the metropolitan area 
enrolled in the Blue Cross plan it was apparent that 
Blue Cross was the only mechanism which could 
not only make a contribution toward providing addi- 
tional health services in the community, but could 
also make the services financially available to every- 
one in the community. By making new and needed 
services financially available, you accomplish the 
unique objectives that Mr. Kauffman and Dr. Cher- 
kasky mentioned as the kind of thing that we could do. 

We need to broaden the spectrum of financing, 
while not removing the emphasis on the general hos- 
pital, where the big money will always go. The gen- 
eral hospital is simply the focal point of the com- 
munity’s total health program. ‘Through broadening 
the coverage available in Blue Cross plans—remem- 
bering that these are the community financing mech- 
anisms most oriented to the public good, and 
therefore most easily urged and persuaded to adapt 
this kind of thing—we can, I think, make some tre- 
mendous strides in providing broader and more 
equitably spread health care. 


Mr. Kauffman: Would you mind if I reviewed a 
pet project and theme that I think is tremendously 
important in the field—namely, that it should be the 
responsibility of the American Hospital Association 
or some other national group in the future to start 
a program of educating hospitals generally in the 
total care of the patient—to define and to try to help 
to educate trustees and administrators to consider 
all of the areas of patient care--not just care of the 
critically ill, which has been our main function in 
the past, but rehabilitation, care of the chronically 
ill, and, most important, diagnostic medicine, which 
Tam sure will have an effect on the amount of chronic 
illness we will have in the future. How adequate are 
preventive medicine and diagnosis today? We should 
consider the development of a community health cen- 
ter that will encompass the care of the patient in the 
home as well as in an institution, if it’s necessary. Es- 
tablishment of organized programs and education of 
our field generally are among the major needs of the 
hospital field today. 


Mr. Steinle: Do you feel that because the problems 
of the aged are so all-encompassing, including almost 
every area of human experience and knowledge, it 


(Continued on next page) 
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you must have agreement in the 


John Kauffman: “AHA and AMA 
have gone on record one way or 
another opposing federal interven- 
tion in medical care for the aged. 
The AMA particularly has always 
been opposed, yet has never ad- 
vanced a really sound program 
that the people could buy. We have 
continued to stick our heads in the 
sand until medical care of the aged 
has become a political issue which 
will be settled on a political basis.” 


David Stewart: ‘‘In order to finance 
care of the aged on a basis other 


than a federal government program, 


community that financing of the 
aged is part of the employer’s re- 
sponsibility. . . . If communities re- 
fuse to accept the responsibility of 
caring for the total community and 
if business and labor feel they want 
the least expensive type of pro- 
gram which automaiical'y predicates 
dropping older people at the time 
of retirement, | think we will have 
to have some governmental aid.”’ 


Martin Cherkasky: ‘‘The mechanical 
problems of our older people are 
such that they cannot be financed 
through the people’s own resources; 
| believe financing can bes? be done 

‘ough the social security mecha- 
nism... . However, | wou!d like to 
see Blue Cross develop the pat- 
tern; then any monies, wichever 
the source, could funneled 
through Blue Cross. . What we 
need is national leadership in deal- 
iny with the kind of broad problem 
medical care for the aged is. AHA 
has an opportunity now which it 
probably will not have again to 
assume leadership. . You don’t 
fulfill that responsibility by dodging 
the issue altogether, which is what 
they did at the San Francisco con- 

tion.” 


John G. Steinle: ‘In the whole field 
of planning for the aged we have 
fallen into two bas’c traps—one is 
fractionalization—the quibb'ing with 
all different kinds of classifications; 
the second, which is really a corol- 
lary of the first, is forgetting that 
people are aged, yes, but they are 
individuals first. In the studies we 
have made in nursing homes, we 
have found that in planning, they 
all overlook this one fundamental 
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would be difficult for hospitals to assume so broad a 
burden? Would you be more specific in terms of 
the areas of responsibility that would be assumed? 
Mr. Keuffman: This would depend in every instance 
on the individual community. In some communities 
it may become the responsibility of the general hos- 
pital to provide an all-encompassing experience. In 
some other areas the general hospital will work with 
a total health-agency group, and there will be a divi- 
sion of responsibilities. Some other agency may accept 
responsibility for part of the housing of the aged. 
It could be that in a town like Princeton, Prince- 
ton Hospital should have this responsibility, and 
that its Merrick unit for the chronically ill should ex- 
pand to care for all kinds of chronic illness, including 
illnesses of children and of advanced senility, which 
we presently do not care for. Maybe it is also the 
responsibility of Princeton Hospital to provide gen- 
eral housing for the aged in the Princeton area simi- 
lar to that being considered and constructed in other 
communities, since no other agency has undertaken 
this challenge. We certainly feel that the development 
of the hospital should be along the lines of providing 
diagnostic facilities for the community, and that for 
the future a home-care program is a must. 
Dr. Cherkasky: We at Montefiore first started out 
as a chronic disease hospital in 1884, and of course 
now we are a major general hospital carrying on all 
general hospital responsibilities. We have come up 
with what we think is a solution to the problem of 
the care of the chronically sick. It is centered on the 
general hospital, and it takes into account that the 
general hospital is an inordinately complex and 
costly instrument. We must bear in mind that be- 
cause the general hospital is so costly and precious 
we have to use it, in any scheme, for the purpose for 
which it was intended. The general hospital was 
created for and serves its most useful purpose in the 
definitive diagnosis and definitive care of sick people. 
When we are dealing with chronic disease, whether 
it be for the old or for the young, to use the general 
hospital for other than definitive care is wasteful. 
In acute illness the general hospital by definitive 
diagnosis and definitive care dealt in fact with the 
whole of the illness, but obviously in most chronic 
disease the period 


devoted to definitive diagnosis 
and definitive care 


is usually only a small part of 


the illness. Therefore, if the general hospital js y 
contribute effectively to the care of the clironicalj 
sick it must have related to it other facilities ay 
resources to cope with chronic disease bevond jy 
initial acute stage. 

First and foremost there must be adequate py 
vision for ambulatory services. It is axiomatic thy 
unless the nature of the illness dictates ctherwiy 
ambulatory services are best for both patient and {oy 
the community in that they are the least expensiy 
and keep the patient in the home which, obviously, j 
the normal place for people to be. In addition, fy 
patients who have completed the definitive period o) 
hospital care there should be resources to care fy 
the patient in his home when he is not ambulatory, 
in the form of an organized home-care program, 
If there is not a suitable home where he can be care! 
for, there should be an appropriate nursing home 

There is one common denominator in all of they 
programs of outpatient care, home care, and nursing 
home care: they each require varying degrees ¢ 
medical care. The supervision of medical care iy 
these related programs can best be carried on unde 
the aegis of the general hospital. 

Now, of course, Mr. Kauffman has added othe 
dimensions which I would certainly agree are vital 
to the health and welfare of the aged—housing, recre- 
tional facilities, and many other things which we 
have not dealt with. In the area of medical care, | 
believe that the general hospital is going to have to 
take a leadership role and a broadened responsibility 
which it has seemed very reluctant to assume. 


Mr. Kauffman: At Princeton’s, Merrick unit for the 
chronically ill, our cost in 1959 was $15.04 a day a 
compared with the hospital cost of $39.09 a da. 
So the difference in cost is substantial; it is costly 
to keep these people in a general hospital if there are 
other facilities for them. 


Mr. Steinle: One of the reasons that this spectrum 
of services cannot be offered is the restrictivenes 
of Blue Cross. Mr. Stewart, I understand that you 
have announced a new program primarily aimed « 
the aged in Rochester. Would you discuss this, ani 
tell us how you think it is going to affect the son 
of planning that Dr. Cherkasky and Mr. Kauffman 
have suggested? 


And here the panelists are in earnes 
discussion. L. to r. around the toble 


are Mr. Stinele, Mr. Kauffman, Mr 
Stewart, and—head on hand—Dr. 
Cherkasky. 


HOSPITAL TOPIC 


mr. St 
with th 
jower-C 
medica 
tively 
able to 
the olc 
resour' 


servic 
the r 
progr 
gener 
home 
in th 
the | 
chror 
he ci 
On 
our 
of ca 
pati 
then 


Dr. | 


ae 
a 
place 
a beds. 
In | 
comm 
provi 
stimu 
= 
gran 
Mr. 
the 
chat 
kin 
wit 
phe 
anc 
ma 
Mr 
tha 
Ne 
da 
te 
A 


ital is 
ities and 
vond the 


late pro. 
tha 
itherwig. 
t and for 
eX 
‘10usly, jg 
ition, for 
period of 
Care for 
bulaton 
program. 
be cared 
ig home 
of these 
nursing 
ZTEES 
care 
under 


ed other 
are vital 
Tecre?- 
hich we 
l care, | 
have to 
sibility 
ne. 

for the 
a day w 
a day, 
is costly 
here are 


pectrum 
tiveness 
hat you 
imed at 
his, and 
the sort 
auffman 


earnest 
the table 
man, Mr. 
and — Dr. 


TOPICS 


mr. Stewart: Finances are inextricably mixed in 
with the whole problem, and I believe none of these 
lower-cost and more economical facilities which meet 
medical requirements of the patient will be effec- 
tively used in great volume until financing is avail- 
able to all persons for care in such facilities. Consider 
the older insured person who has very few financial 
resources, and who lives alone in a second floor walk- 
up apartment—if she fractures her ankle, the only 
place she can stay and not have a heavy drain on 
her finances is in Dr. Cherkasky’s expensive hospital 
beds. This is where all of the financing is oriented. 

In Rochester we have taken the attitude that as a 
ommunity plan we are simply going to have to 
provide for all of the services in a way which will 
stimulate the patient to utilize the most economical 
srvice consistent with good medical care. This is 
the reason that the pattern of benefits in our new 
program for the over-65 provides for care in the 
general hospital, in chronic hospitals, and nursing 
homes, and in the home. The less care a patient uses 
in the general hospital, the more care he gets of 
the less expensive kind; the less care he uses in the 
chronic hospitals and nursing homes, the more care 
he can have at home. 

Our new contract actually provides a patient under 
our community home-care program up to 210 days 
of care in the home with visiting-nurse service, if the 
patient will spend only a short time in a hospital and 
then go home and start utilizing these services. 


Dr. Cherkasky: We've talked about this kind of pro- 
gram for many years, and it always sounded very 
good, but it never had the kind of motivation which 
Mr. Stewart has just supplied. Frankly, I think it’s 
a happy day when Blue Cross has recognized that 
the funds which it receives to expend can be used in 
changing patterns of medical care. I’m sure that the 
kind of economic incentives which you have tied in 
with the programs are going to make it go, whereas 
a thousand speeches on the part of Mr. Kauffman 
and myself without such incentives would never 
make it go. 


Mr. Kauffman: You might be interested in the fact 
that we’re working with the Hospital Service Plan of 
New Jersey toward extending care, on a pilot-study 
basis, into the Merrick unit on the basis of two 
days in Merrick for one in the hospital. Instead 
of 120 days of full coverage, a patient would be 
cligible for 240 days of convalescent care. The per- 
son with a fractured hip needs rehabilitation, and 
in such cases this type of arrangement would work 
out extremely well. I hope that this project is ac- 
cepted by the plan board and the hospital board. 


Dr. Cherkasky: This project and the plan Mr. Stewart 
has described are the most encouraging evidences 
that I have heard of in years—that we are really 
going to get on with expanding our programs. 


Mr. Kauffman: I believe that the New Jersey plan 
is also extending itself into home care in two pilot 
studies, one in Orange Memorial and one in Moun- 
tainside. 
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Mr. Steinle: Do you think that plans such as this 
actually require a program like Blue Cross, so that 
the older persons not now covered can _ purchase 
Blue Cross in the future? 

Mr. Kauffman: | don’t know the answer to this, and 
I think it will be interesting to see what happens. I 
hope sincerely that Blue Cross will play a major 
part in it. 

Dr. Cherkasky: I also hope that Blue Cross will play 
a role, and I believe that if it undertakes to utilize 
its financing position to promote the kind of plan 
that Mr. Stewart has talked about, even if we wind 
up with substantial financing for the care of older 
people from the federal government, it could well 
be channeled—and I personally would be for its 
being channeled—through Blue Cross. 

Of course, my own view is that the mechanical 
problems of our older people are such that they can- 
not be financed through the people’s own resources; I 
believe financing can best be done through the social 
security mechanism. However, I would like to see 
Blue Cross develop the pattern of how older people 
can and should be cared for; then any monies, what- 
ever the source, could be funneled through Blue 
Cross. 


Mr. Kauffman: Doctor, would you agree that it seems 
almost impossible today for the majority of the people 
to budget enough money to maintain themselves in an 
institution, regardless of the fact that the cost may 
be half or less than half that of the general hospital 
bed? That most people have not budgeted enough 
money to have an income of between $3,000 to $4,500 
per annum to maintain themselves in an institution? 


Dr. Cherkasky: | completely agree. With hospital 
and other costs going up, and nothing in sight to in- 
dicate that they will go the other way — quite the 
contrary — and with older people by and large being 
economically disadvantaged, it is beyond their capacity 
to finance their medical care alone. The suggestion 
has been made that older people could finance their 
medical care through their own resources if the rest 
of the community voluntarily contributed more. I am 
not sanguine that this approach is realistic. 

Mr. Kauffman: | ask this question to develop an- 
other point. To do a good job of rehabilitation in any 
one of the areas of chronic illness or the care of the 
aged, whether they be ill or well, requires facilities; 
it requires practically the same number of people, 
and in some instance more hands and feet than are 
needed in a general hospital — different types of peo- 
ple, many more nonprofessionals. These people are 
needed to do the things to help the patients live a 
useful life or one that has some identity. This is where 
I think the general hospital and the community hos- 
pital can do so much good over and above what has 
been done in the average proprietary nursing home, 
where the motivation is strictly monetary. 

Dr. Cherkasky: Here, too, I believe that we in the 
general hospital have a great responsibility that we 
have not yet fully accepted. I say without fear of con- 

(Continued on page 41) 
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A special benefits Blue Cross contract, with no age 
limit for subscribers, was introduced in October by 
the Rochester (N.Y.) Hospital Service Corp. Avail- 
able to anyone who has not been hospitalized for 
30 days prior to applying, the contract includes care 
in hospitals, chronic hospitals, and nursing homes, 
and also home care. 

Benefits are divided into three classes (see chart). 
A specific number of units is assigned to each day 
of care in each class, with a maximum number of 
units allowed for each class of benefits. Benefits are 
available until a total of 420 units of care have been 
used or 240 days have elapsed since the first day of 
hospitalization. 

When the units are used up, no more care will 
be paid for until 180 days have passed. 

The chronic hospital, nursing-home, visiting-nurse 
service, and state hospital benefits are available only 
following hospitalization in an acute general hospital. 

By assessing a higher number of units for care in 
an acute general hospital, the plan is thus offering an 
incentive to patients requiring convalescent or chronic 
care to get out of the acute hospital as soon as possible 
and into a chronic hospital or nursing home or into 
the home-care program. Formulators of the new con- 
tract feel that as a whole the public has become more 
sophisticated in health care contracts. 

The special benefits contract is especially de- 
signed to provide maximum protection at the lowest 
possible cost for persons age 65 or over who are not 
already Blue Cross members, according to David W. 
Stewart, managing director. It is also available for 
those under 65 who previously have been unable to 
obtain coverage of any kind because of severe physical 
problems. 

For care of conditions existing prior to the effec- 
tive date of the contract, there is a waiting period 
of one year, as there is for hernia, rectal conditions, 
ulcers, gallbladder disease, varicose veins, and goiter 
conditions. ‘There is a six-month waiting period for 
tonsil and adenoid surgery. 

Describing the contract as “truly unique,” Mr. 
Stewart points out that in the past contracts have 
tended to “push people into the hospitals,” but that 
the provision for nursing-home care and home care 
leads the person toward a “medically desirable but 
less expensive” course of treatment. “It has been fairly 
well demonstrated,” says Mr. Stewart, “that very few 
people need to stay in a general hospital bed beyond 
30 days. A large proportion of the older sick patients 
need additional care beyond this time in some facili- 
ty — chronic hospital, nursing home, or at home.” 

Rochester Blue Cross and Blue Shield have a com- 
bined membership of some 560,000 persons in a six- 
county area. The Monroe County Medical Society 
(Rochester) said it “heartily commends” the health- 
insurance plans for the over-65 group. 

Until this new contract went into effect, persons 
65 and over could not purchase coverage, although 
contracts in effect before that age continued in effect 
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when the person reached 65 years of age. 

Under the contract, up to $10 is allowed for eme. 
gency accident care rendered in a hospital withip 
24 hours of the accident. Operating room and othe 
services provided for surgical care are covered in {yj 
on an outpatient basis. 

During the full benefit days in an acute geney 
hospital, the maximum semiprivate room charge (cu: 
rently $26) is allowed toward the cost of a privay 
room (minimum currently $29) in Rochester are; 
Blue Cross member hospitals. In non-member hos 
pitals, up to $18.50 a day for semiprivate accommo. 
dations, plus 50 percent of the charges for othe 
services, is allowed. 

Cost of a single membership is $23.10 quarter) 
or $92.40 annually. 

The statistical data accumulated under this contrac 
will be used in determining the benefit structure o{ 
the Rochester community standard program, whic 
currently covers some 70 percent of the entire pop 
ulation. 


UNITS PER DAY 
OR VISITING 
NURSE VISI1 


\EAXIMUN 
Units 


DESCRIPTION OF 
CLAss BENEFITS 
I Full benefit days 6 189 

in an acute gen- 

eral hospital in- 

cluding semt- 

private room 

and all other 

regular services 

normally pro- 

vided (X-ray ex- 

cluded) 


Partial benefit 
days in an acute 
general hospital 
at $10 a day for 
room and all 
other services 


Chronic hospital 
days up to $10 
a day for all 
services 


Nursing home 
days up to $7.50 
a day or 80° of 
the charges, 
whichever is less 
Visiting nurse 
visits upon refer- 
ral of the at- 
tending phy si- 
clan 
State hospital 
days at $3 a day 


nN 


414 


*Chronic hospital, nursing home, visiting nurse service, and’ state hospil@ 
benefits available only following hospitalization in an acute genet 
hospital. 
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yadiction that in general the nursing-home situation 
inthe United States is the worst institutional problem 
ye have to deal with. The word ‘‘scandalous” has been 
wed in testimony before a Senate committee. Worse 
yords have been used, and I think they're appropriate. 
do not believe the nursing-home situation can be 
corrected without significant outside help for the 
reason that you have noted. When a_ nursing-home 
operator knows that the less he gives the patient the 
gore profit he will have, he would have to be inhuman 
jot to respond to this temptation. I think that if we 
hve Blue Cross programs which link adequate com- 
pensation to standards, and if the general hospital 
recognizes that it has a responsibility for the super- 
vision of medical care in nursing homes, we may be 
able to deal with this situation. 


Mr. Kauffman: | have heard that the average pro- 
prietary Operator anticipates a profit of about $1,000 
a bed per annum. In our survey of homes to deter- 
mine why our rates are basically the same, and in 
instances higher than those of a proprietary 
home, with our operation showing a deficit and theirs 
a profit, we have always found that the major differ- 
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ence is in service and staffing. Rehabilitation and ac- 
tivity programs and occupational therapy were prac- 
tically nonexistent in the majority of homes surveyed. 
Mr. Stewart: That's right. This is the reason that 
this over-all problem is so difficult for Blue Cross to 
attack. In Rochester we tried to set up standards for 
nursing homes, and when you come to effective en- 
forcement of standards in these proprietary institu- 
tions you are in an extremely difficult field, almost 
beyond the realm of possibility. Hopefully, I think 
we will see in many communities across the country, 
as people become aware of the need, much greater 
activity than there has been in past years. They will 
also become aware of the need for construction of 
community nonprofit nursing homes which are tied 
in with hospitals. 


Dr. Cherkasky: Mr. Stewart’s remarks are very ap- 
propriate, and I can confirm them from our own 
experience. We are constructing on our grounds, as 
a physical part of our hospital, an 80-bed nursing- 
home unit, because we feel that this facility will spare 
our beds, will be more appropriate to the people 
who require the kind of services which Mr. Kauffman 
talked about, and will provide the kind of standards 
of care that Mr. Stewart and Blue Cross rightfully in- 
sist on. We believe this is what hospitals are going to 
have to do. 

Mr. Stewart: We have a similar situation in our com- 
munity. A 350-bed home for the aged is being built, 
and across the street from one of our big general hos- 
pitals there will be some 200 beds for the care of our 
ill aged. 

Mr. Kauffman: Having the various types of facilities 
that are needed for the various categories is most im- 
portant. You can’t put all of them together. Con- 
valescent or ambulatory patients in many instances 
are opposed to and resent being placed with the 
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chronically ill on a permanent basis. It certainly re- 
tards rehabilitation. 


Mr. Steinle: Do you think that we can finance the 
necessary medical requirements for the aged on a 
voluntary basis, or must financing be supplemented or 
paid for by the federal government? Dr. Cherkasky, 
what do you think? 


Dr. Cherkasky: Payment by the federal government 
I consider is financing by oneself. If people during 
their productive years have certain salary deductions 
which go into a social security fund and are matched 
by their employers’ contributions, and if, these monies 
are used at some subsequent period of life for pension 
or for medical care programs is there any question 
that this is financing oneself? This is the only way 
that I believe we can put aside the large amounts of 
money which are necessary so that people after age 
65 can have appropriate medical care coverage — the 
kind of broad Blue Cross program that Mr. Stewart 
talks about. If we look at the economic conditions of 
older people, we find, as Mr. Kauffman said betore, 
that it is impossible for these people to provide ade- 
quately from their incomes— in many cases barely 
subsistence incomes — for the kind of services that they 
will require. 

Mr. Stewart: In order to finance care of the aged 
on a basis other than a federal government program, 
you must have agreement in the community that 
financing of the aged is part of the employer's re- 
sponsibility, just as much as a pension plan is a part 
of his responsibility. We're fortunate in having a com- 
munity in which industry and labor are very close 
on this, and we're fortunate in having some 50 per- 
cent of all people over 65 currently enrolled in our 
plan. We recognize that even in our situation we need 
to go further, and we are going forward rapidly. 

If communities across the nation refuse to accept 
the responsibility of caring for the total community, 
and if business and labor feel that they want the least 
expensive type of program which automatically pre- 
dicates dropping older people at time of retirement, I 
think we will have to have some governmental aid. 
However, I think it’s up to individual communities to 
determine whether they are going to do it on their 
own. If they're not going to do it on their own, they're 
going to have to accept some political solution to 
the problem. 

Like Dr. Cherkasky, I hope that Blue Cross will not 
lose its important role in handling the financing and 
care, even though some federal or state government 
funds are involved. Certainly the work done in Colo- 
rado and a few other states is a graphic example of 
how these things can all work hand in hand. 


Mr. Steinle: 


Mr. Kauffman, have you any comments 
on this? 


Mr. Kauffman: | am certainly not an exponent of 

socialized medicine, but I personally can’t see any 

other answer than taxation for the care of the aged 

through the social security mechanism. If someone 
(Continued on next page) 
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had told me 10 years ago that I'd sit at this table and and the AMA persist in this attitude. Then, instey 
say this, I wouldn’t have believed it. of becoming partners and setting up a program, y; 
I think it would be wonderful if financing could be are going to be the recipients of “this is the way jj; 
done on a community, county or statewide basis, and going to be.” 
in some instances it has worked. But when all is said I am particularly surprised, frankly, at the attitug 
and done I don’t believe it will work, because too of the AHA, because this burden of caring for th 
many governments within communities do not sup- older people without adequate financing is one that 
port their hospitals. They don’t support them for the ultimately transferred to each one of our institutions 
care of the acutely ill, let alone the care of the aged, I have a very serious problem in my institution, be. 
so I would have great misgivings about any other cause older people don’t have the money to buy Bly 
solution forthcoming except that which we all hoped Cross or other policies to finance their care adequatel 
would never happen. Money from the federal government, _properk 
Dr. Cherkasky: One thing we've all been worrying bandied, would be very welcome. 
about, I think, is how government money will affect Do I detect a cal €xa 
our operations and the flexibility and imagination of you that the problem is not so much the entry of J the 
that we’ve been able to use up to this time. While the federal government into providing funds for the proble 
there may be some basis for this concern, just being care of “ aged, but actually the administration - J © yey 
against such governmental programs will insure that how, how: being 
when they do come about they won't be the kind of Mr. Kauffman: How is the question. I'd like to refer J pital’s 
as on programs we want them to be. We get a million dollars to the rejection by the 1960 AHA House of Delegate § practi 
3 a year from the City of New York toward the opera- of an effort to put the AHA on record in favor of the § are all 
: tion of our hospital. While it is by no means adequate, social security mechanism for financing the health § there 
it hasn’t resulted in one iota of interference. care of the aged. may t 
If we come to the conclusion that the government Mr. Stewart: Do we get into a touchy area? of an 
is going to have to provide all or a substantial part ie Mies 1 think that come of ws in theo sible. 
of the money necessary for the medical care of older tee thom. 1 tor ene am keep 
people, and do how The leadership is not moving ahead with the time 
on we Dr. Cherkasky: I believe there is an explanation for § . 
in the hospital field and in Blue Cross to get in there this if we have enough courage to face up to it | ing ¥ 
and see that the money is handled in such a way as to think it’s in the interest of the hospital, as it is in pg 
enhance and encourage the kinds of programs that ovel 


the interest of the community, to insure adequate 
financing — in the way that Mr. Stewart talked about, Mr. 
if it can be done. Apparently we have some seriou here 
doubts, based on experience, whether it can be done fund 
other than through some governmental mechanism plan 


can be carried on through the voluntary hospital sys- 
tem. If we do not participate actively with planning 
for the use of federal funds, then such monies may 
well become politically controlled, and this would 
stifle us and the programs we need to develop. 


like social security. dd 
Mr. Kauffman: At a meeting during the recent AHA Now why did the delegates vote not to go along shou 
convention, two Canadians told me that they found with it? The reason is that many of the hospital and 
the Canadian system very workable. They said,-“‘We represented are overwhelmingly infiuenced by the | "" 
really never had it so good, and it has settled a lot physicians, and frankly it is not always true that what loca 
of problems for us. Many of the fears we had we no is good for the physicians is good for the hospital o > Mr. 
longer have, and we're really very happy with it.” the community. I think that if left alone the American AP] 
Now, I’m sure that many Canadians had felt pretty Hospital Association administrators would support f "Cl 
strongly, as we do, that this would be almost the end the programs that we are talking about. me 
of the hospital system if it ever came about. tha 


Mr. Kauffman: It also worries me that sometimes the 
AHA, if it believes in something strongly, has nol 
taken the stand that it believes in, and maybe is not 
subservient to but at least cooperative with he Ameri 
can Medical Associaion. Maybe some day in certail 
things we will have to have a difference of opinion. Bre 

I know of a community hospital which is attempt 
ing to establish wide diagnostic facilities for the com- 
munity. Now it has been said by some leaders in the M 


But I think the thing that worries me more, and 
again it’s on a national leadership basis, is that our 
own American Hospital Association and the American 
Medical Association have gone on record one way or 
another opposing federal intervention, and have said 
that a program for medical care for the aged can be 
worked out on a voluntary basis. The AMA, particu- 
larly, has always been opposed, yet has never advanced 


a really sound program that the people could buy. I field that many areas of chronic illness can almost be st 
think we have continued, as we do in many instances, wiped out by good preventive medicine. For instance, M 
to stick our heads in the sand, until medical care of according on a diene from Canons Hospital, i th 
the aged has now become a political issue which will every young woman of 16 years and older had 4 fe 
be settled on a political basis. physical annually, cancer of the uterus could be wiped J 
Dr. Cherkasky: I believe Mr. Kauffman is hitting a out in a reasonable length of time. If such statements a 
very important point. If we do have federal financing, are true, in certain areas it will be helpful to establish a 
I think we're going to get into trouble if the AHA preventive clinics, where people can get annua! physi u 
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“If we do not participate actively with planning for the use of 
federal funds, then such monies may become politically controlled and 
this would stifle us and the program we need to develop.’’"—CHERKASKY 


“‘We don’t want to lose the emphasis on local controls. Regardless of 
what program we get into and whether or not government funds are 
involved, local control is desirable in order to prevent the construction 
of some monolithic central organization.’’“—STEWART 


al examinations, where we can do away with some 
of the chronic illnesses, and eliminate some of the 
roblems that develop in later years. 

Nevertheless, this community hospitai’s program is 
being fought very diligently by members of the hos- 
pital’s staff on the basis that it is an invasion of the 
practice of medicine; that these diagnostic services 
are all available to the public in their offices, and that 
there is no need to establish such a clinic. While this 
may be true, it does not bring about the end result 
of an annual physical for as many people as is pos- 
ible. Thus organized medicine in many areas fails to 
keep abreast of the changing social concepts that 
we're living with. 

There’s no use kidding ourselves — we've been liv- 
ing with social security since the early thirties, and I 
believe it’s with us to stay. I think that many of us 
over the years hoped it would not be expanded. 

Mr. Steinle: I’m wondering if there isn’t a feeling 
here that it is desirable, regardless of the source of the 
funds, to maintain at the local level control of the 
planning and the programming for the medical care 
of the aged. In other words, any federal legislation 
should be cognizant of differences in local conditions 
and develop some mechanisms by which the adminis- 
tration of the programs could be provided at the 
local level. 

Mr. Kauffman: I discussed this with the Canadians. 
Apparently their federal government does not par- 
ticipate in the total Canadian program, but admin- 
isters through the various provinces. I certainly hope 
that we would either administer the program on a 
state basis in this country, or through the various 
Blue Cross plans. 1 hope we never set up a bureaucra- 
ty to administer this total program, for I think we 
are all aware of what would happen. It would become 
gigantic, and it would not take in consideration the 
various economic factors of the different areas of our 
country. 


Mr. Steinle: Do you have any comments on that, Mr. 
Stewart? 

Mr. Stewart: I of course will stand by my premise 
that the community can handle a few things. The 
federal government can make massive assistance avail- 
able through expanding the rehabilitation facilities 
and programs that it has, and through providing sub- 
stantially greater funds than it has for the construc- 
ton of proper facilities within various communities, 
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and for the education and training of new people. 
With the expanded federal effort combined with a 
well-organized community approach, we can have a 
substantial effect on this over-all problem. 

It’s still impossible to handle the total program in 
this way, because there will always be the people 
whose financial resources are so low that they won't 
even be able to fit into community programs. This, 
I think, might be one of the things that would lead to 
substantial expansion of the type of legislation that 
was passed by Congress last summer. 


Dr. Cherkasky: Mr. Stewart, I think that most of us 
would agree with you that if it were possible for the 
community with its own resources to meet the prob- 
lem, we'd be for it, but let’s face the facts. Right now, 
except in some favored communities, and even there, 
the community has not been able to mobilize its re- 
sources. The situation is going to get worse; we now 
have 15 and a half million older people, and we're 
going to have 20 million. The percentage of older 
people gainfully employed full-time is dropping and 
has been dropping for 30 years. 

Even if the community could now do the job, and 
there is no evidence that it can, it’s almost certain 
that in 10, 15, or 20 years, when older people get to 
be a larger portion of the population, even the best- 
meaning and the best-organized communities are go- 
ing to have to have a lot of help. 


Mr. Stewart: In that regard, of course, I think that 
in 15 or 20 years a much greater percentage of 
people over age 65 will be in a far better financial 
position than they are now, because of the increased 
impact of social security itself, plus the tremendous 
expansion of business pension plans. The person who 
is getting $135 or $150 in social security and another 
$135 or $150 from a retirement plan is becoming 
more common, and is in a far better position than 
the average retired person five or 10 years ago, who 
had a very small pension, if any at all. 


Mr. Kauffman: You mentioned two figures which 
add up to $3,600 a year. It is not possible in most 
instances today to render adequate care on $3,600 a 
year. 


Mr. Stewart: I had tied in with my earlier comments 
the need for continuing, substantial Blue Cross pro- 
tection for retired people — that is one of the pre- 


(Continued on next page) 
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dications for my statement on the capacity of the 
community to handle programs. 
Dr. Cherkasky: If we've dealt with this money prob- 
lem sufficiently, there is one point I would like to 
add. It has to do again with the divisions of older 
people, the sick, and so forth. I think that we prob- 
ably ought to have some new semantics; we ought to 
talk about people as being hospital-sick Gr not hos- 
pital-sick. We are in some difficulty when we try to 
categorize patients as acute, chronic, geriatric or old, 
and so forth. An older man who has a cancer of the 
stomach is hospital-sick; a young boy who has an 
acute appendix is hospital-sick. They belong in the 
same kind of resources. | think that the national 
organizations might take some leadership here as 
well — a real clearing of the air with regard to the 
terms which I think confuse-even the protessionals. 
Mr. Kauffman: | couldn't agree with you more, be- 
cause sometimes people think they're talking about 
the same thing but really they're talking about two 
different things. When I was asked to speak on the 
AHA program, the instructions I received were some- 
what confusing, for we were to talk about two things 
— the chronically ili aged, I was told. 
Mr. Steinle: | think in the whole field of planning 
for the aged we have fallen into two basic traps — one 
is the quibbling with all different kinds of classifica- 
tiions; the second, which is really a corollary of the 
first, is forgetting that the people are aged, yes, but 
they are individuals first. In the studies we have made 
in nursng homes, we have found that in planning, 
they all overlook this one fundamental fact — that a 
person's likes and dislikes as a young person are usual- 
ly carried through into old age; he is the same indi- 
vidual basically. These persons cannot be classified. 
At this point, I would like to summarize the 
discussion and see whether there are any points that 
I have missed, or that you disagree with: 

(1) The aged should not be confused with the 
chronic, and there is a need for better semantics. It 
has been suggested that in dealing with the health- 
care needs of the aged we classify them according to 
hespital-sick and not hospital-sick, not because they 
are aged, but because they are sick, regardless of what 
their age classifications are. 

(2) There is overemphasis on the construction of 
buildings and facilities, and not enough of a focus 
on program. 

(3) There is a need to expand the responsibilities 
of general hospitals to make them the centers for serv- 
ice to the sick regardless of their classifications; aged, 
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“There has been a lack of national leadership in the field of chronic 
illness and care of the aged, in that national leaders have not really 
defined the areas and have not helped the public generally and the hos- 
pital people particularly to start to think of their responsibilities toward 
the future. .. . In too many instances when we think of caring for the 
aged and the chronically iil, we think immediately of building a facility, 
instead of doing as much as possible for the patients in the home .. .” 


young, acute, chronic, or nursing-home patients. 

(4) Blue Cross plans which provide the spectrum 
of services, general, chronic or nursing home, with ap 
incentive for services that fit the needs, are highly sig 
nificant steps toward solution of the medical-care 
problem of the aged. 

(5) There is a need for stronger, more effective 
licensing and supervision of programs for nursing 
homes. 

(6) It is desirable, but probably not feasible, io 
finance care of the aged through local and_ personal 
funds; thus, some form of government tax for fund 
must be provided. The problem is not so much the 
source of these funds, but the method of their ad 
ministration. 
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(7) It is desirable, but possibly not feasible, to keep 
the programming and the administration of the care 
of the aged at the local level. 

Mr. Stewart: We don’t want to lose that emphasis 
on local controls. I think all of us agree that regard: 
less of what program we get into and whether or not 
government funds are involved, local contro! is de 
sirable, in order to prevent the construction of some 
monolithic central organization. 

Dr. Cherkasky: I would certainly agree, becuse ou 
communities are ali so different, with this proviso: 
that there be some over-all standards. We have seen 
that where the federal government provides matching 
funds for states to do the job, some states are not 
willing to do their part, so that IT would say that the 
federal government ought to lay down broad criteria 
with our help and guidance. We should then adapt 
our programs locally to our own culture and to ou! 
own needs and our own people. 

There’s one more thing that I think should be i 
cluded in the summary: the point Mr. Kauffman 
made about the American Hospital Association. We 
think that there are times when it must divorce itself 
from its highly-respected sister organization, the AMA, 
and take positions which the doctors may find not t 
their liking. 

Mr. Kauffman: Positions which are in the best i 
terests of the sick. 

Mr. Steinle: A clear responsibility, yes. The poitt 
has been made that the hospital is the vehicle speak 
ing for the total community. This is a very «lifferent 
thing from what a purely individual professional 
organization, such as the AMA, sets out to achieve. 
Mr. Kauffman: Organized medicine as such in aly 
community doesn’t really have the time to sit down 
and project itself into the future in relation to what 
the future needs will be. Doctors usually are so bus} 
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practicing medicine, keeping abreast of changing con- 
epts of medicine, that they don’t have the time, and 
jthink it is a very definite responsibility of hospital 
,iministrators and boards of trustees in the future to 
project the hospital according to the best interests of 
the community. 

pr. Cherkasky: While I believe that we must seek the 
cooperation of doctors in working out any kinds of 
nedical-care programs, I do think that hospital ad- 
ginistrators and boards of trustees have a clearcut 


stand that it is the responsibility of hospital adminis- 
ration generally, and hospitals also, to cooperate close- 
ly in every respect with organized medicine. I think 
when a man becomes president of the American Hos- 
pital Association, he has to accept that office as his 
major responsibility at that time, and he can’t let the 
fact that he is a physician or otherwise influence his 
thinking about hospitals generally. 

Mr. Stewart: The only thing I would like to add 
is that aggressive attack on the part of Blue Cross in 


its, sponsibility to determine the directions and respon- handling these problems at the community level is 
pectrum §f ybilities which hospitals must assume to best serve bound to fail without the strongest possible support 
With ay § the interests of the community. from the community hospitals. There are many com- 


sig. 


Mr. Steinle: I ask the question, then, as to whether 


munity hospitals, fortunately not in our own area, 


ical-care § or not the role of the American Hospital Association which take a very lukewarm attitude toward attack- 
should be that of an administrators’ club or one of ing this problem on an all-out basis locally before 
effective J assuming major responsibilty in planning health-care turning toward the government. 
nursing J needs of the community. Dr. Cherkasky: Administrators, and boards, many of 
Dr. Cherkasky: We have lots of hospital adminis- them, have to be schooled as to what hospitals are 
ible, jo § wators’ clubs. What we need is a national organiza- about, what their purpose is, what their function is, 
ersonal J tion to provide national leadership in dealing with and how they can help, as Mr. Stewart has just pointed 
r fund | the kind of broad problem which medical care for out, to push the kinds of programs which the com- 
uch the f the aged is. The American Hospital Association has munity needs them to push. Blue Cross plans designed 
.eir ad: § an opportunity now which it probably will not have to extend and make coverage more comprehensive 
again to assume leadership in one of the most critical should have the active support of the affiliated hos- 
to keep §f areas affecting the health and welfare of the com- pitals. Where Blue Cross is not moving in this direc- 
he care § munity. You don’t fulfill that responsibility by dodg- 


tion, member hospitals should be prodding it. 


ing the issue altogether, which is what they did at Mr. Kauffman: At Princeton’s Merrick unit for com- 
nphasis the San Francisco convention. plete unison within our board when a decision was 
regard: § Mr. Kauffman: As Dr. Cherkasky has said, the AHA made to establish a geriatrics unit or a unit for the 
or not § will never again have the opportunity that it has chronically ill, because many board members thought 
| is de § right now to take the leadership in this field today this was not in their area of concern. They were only 
f some F and adopt the type of program that will be in the concerned with the area of the general hospital. 
best interests of the community and the hospital. It Putting across the idea took some selling on the part 
use ou fF behooves the association leaders not to stick their of the administration and a couple of enlightened 
roviso; F heads in the sand, but to get together and take a board members. We're going to have to see more of 
ve seen § stand and push for what is in the best interests of this. 
itching F everybody — to take the leadership which they haven't Mr. Stewart: Right. There are even hospital board 
re not § taken at any time. This leadership is important, and members across the country who in their own in- 
vat the J they can’t pussyfoot; this is something on which they dustries and businesses drop their employees out of 
riteria, J have to take a stand and represent the membership their health program when they retire—whether 
adapt — adequately. Personally, this dues-paying member feels the company has Blue Cross or commercial insurance. 
to our very strongly about it. Certainly these board members need to be educated. 
Dr. Cherkasky: So do I. Mr. Kauffman: | believe we can educate our hos- 
be in | Mr. Steinle: I think a reflection of what has happened pitals, and we can get the support of the trustees to 
uffman — is the discussion on where the administration of the recognize the prime responsibility, the prime objec- 
n. We — recently passed health-care legislation is to be placed. tive and the prime reason for the existence of the 
e itself \ll the indications are that the administration will general hospital. This is a service to the public, not 
AMA, be by the Bureau of Public Assistance instead of by to the doctor; it’s a workshop for him, but it’s first 
not t0 — the Public Health Service. and foremost a place for our patients. And it’s not 
Mr. Kauffman: In my opinion, it was too bad that the doctor’s prerogative to settle all of the difficulties. 
est il this last administration of the AHA took such a strong Our job is to work for the best interests of the people. 
point 
speak- 
ferent “Administrators, and boards, many of them, have to be schooled as to 
sional what hospitals are about, what their purpose is, what their function is, and 
- how they can help to push the kinds of programs which the community 
n ally needs them to push. Blue Cross plans designed to extend and make 
down coverage more comprehensive should have the active support of the 
what affiliated hospitals. Where Blue Cross is not moving in this direction, 
» busy member hospitals should be prodding it.’’—-CHERKASKY 
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Senior volunteer Mrs. R. T. Crane is capped by 
Mrs. May Wilkinson, director of nursing service 
of Truett Memorial Hospital at Baylor University 
Medical Center, at semi-annual capping ceremony. 


Recognition is defined by Webster as “formal 
acknowledgment as of a fact or a claim — acceptance 
as entitled to attention.” By whatever definition you 
choose, recognition is a “must” in volunteer service — 
although it does not necessarily have to be in an ex- 
pensive form. 

Recently a volunteer from a local hospital at a 
workshop for directors of volunteer service said, “I 
do not care anything at all about recognition and do 
not consider it necessary in volunteer service.” This 
individual is unique. Of course, many fine volunteers 
in hospitals throughout the country work without 
any special thought of recognition. At the same time, 
it is a natural human trait to expect a “thank-you” 
in some form for voluntary service rendered. By the 
same token, it is the wish of most hospital adminis- 
trators to give that recognition to those who volun- 
tarily serve their hospitals throughout the year. It is 


*Director of public relations, Baylor University Medical Center, Dallas. 


Group of senior volunteers capped at the ceremony. 


RECOGNITION 


...a ‘must’ ip 


usually the manner of recognition that poses. the 
problem. 

In Baylor University Medical Center we hay 
established a system which we have found to be é 
fective from our point of view and enthusiasticall 
received by our volunteers. 

The first recognition given is the cap which a vol 
unteer receives when she has served 100 hours. The 
cap is presented at a formal capping ccremon) 
held twice a year (spring and fall); the voluntees 
may invite a guest. A brief program is presented wit 
the capping ceremony handled by our director ¢ 
nursing service. Following the ceremony, a receptio! 
is held for the volunteers and their guests in ow 
private dining room. 

We found that the volunteers eagerly anticipate 
this event from month to month, and by the time the 
capping date is set enthusiasm and excitement att 
high. The pleasure and pride of family members a 


vO 


By | 


tend 
imp! 
the 
Afte 
ond 
rept 
hou 
sign 
pin 
unt 
ant 
all 
Vo 
ju 
in 
ho 


HOSPITAL TOPICS 


3 
ae 
: 
: 


Oses the 


ve have 


o be é 


lastically 


h a vol 
irs. The 
remon\ 
umteen 
ted wit! 
ector 0 
eception 

in our 


ic ipate( 
rime the 


lent are 
ibers at 


TOPICS 


volunteer service 


By Marjorie Saunders 


Volunteers register and receive corsage prior to annual dinner honoring 
all volunteers. 


tending the ceremony is also evident. They seem very 
impressed with the solemnity of the events, and enjoy 
the social hour alterward. 

The next recognition we give our volunteers is a 
“V" emblem, which represents 500 hours of service. 
After that, a single bar represents 800 hours; a sec- 
ond bar is presented for 1100 hours; and a third bar 
represents 1500 hours. Upon completion of 2000 
hours of service, a pin — which we are presently de- 
signing — will be given. All these symbols, except the 
pin, are worn on the sleeve of the blouse of the vol- 
unteer uniform. 

These tokens of recognition are presented at the 
annual volunteer dinner, an occasion which honors 
all volunteers. At that dinner, a “volunteer of the 
year” is announced for the three divisions of the 
Volunteer Corps — day workers, business women, and 
junior volunteers. These are selected by a committee Above: ‘Volunteers of the year” for 1960 hold silver trays they were 
composed of persons who are experienced in direct- awarded. (L.-r.) Marguerite Cook, business women’s division; Ruth 
ing volunteer services but are not identified with the Lewis, day worker’s division; Claudia Shepelwich, junior division. 
hospital. Engraved silver trays are presented to those 
three volunteers in recognition of this special honor. 

In addition, all volunteers are given a flower and Below: Dinner is served in the hospital cafeteria at the 1960 annual 
volunteer dinner and program. 

some small memento of the occasion. (This year the 

souvenir was a ball-point pen with the words: ‘‘Con- 

gratulations—Baylor University Medical Center.”) 

Supplementing these visible forms of recognition 
are the daily “thank-you’s” and other expressions of 
appreciation spoken by the supervisor and other em- 
ployees in each department where volunteers work. 
These simple words should not be minimized — they 
are of inestimable value. 

Your own system of recognition can be as simple 
or as elaborate as you wish. The principal idea is 
that recognition is a must in an effective program of 
Volunteer service. It has been said that “thankfulness 
Means ‘thinkfulness’.”” Let us think and give thanks 
to our dedicated volunteer workers for their valuable 
services to our hospitals. 
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@ A TOPICS PRIZE-WINNING ARTICLE 


The Hospital Viewed as an Organizational 


of change ... complexity .. . conflict 


Presented here is the third-prize winning article in 
HospiraL Topics’ 1960 annual editorial competition 
for hospital graduates. Author Urda, who originally 
wrote this article for a class in hospital administration 
at the University of Michigan is presently administra- 
tive resident at The Delaware Hospital, Inc., Wil- 
mington, Delaware. 


Hospitals in the United States, whether considered 
together as an industry or separately as individual 
social institutions, can provide organizational 
searchers with a virtually untapped yet highly im- 
portant and extremely interesting area for study. The 
interrelationships of consumers (patients), medical 
and non-medical workers, and the general public, 
within and without the organizational structure of 
the hospital, have only recently become a concern of 
psychologists, sociologists, and social-psychologists. I 
believe that the present dearth of organizational and 
behavioral research in hospitals can be attributed to: 
1. A lack of understanding of the hospital structure 
and its need for qualified human research by the 
behavioral scientists themselves. 


2. An absence of funds for administrative research 
in a characteristically non-profit industry (gov- 
ernment or private fund sources have to be 
found to pay the bill). 

3. An outmoded tendency on the part of hospital 


administration to hold on to old traditions and- 


maintain indifference to the values of applying 
human relations skills learned through research. 
Administrators acting in this manner have a 
fundamental lack of curiosity, creativeness, or 
imagination and a too ready acceptance of the 
status quo,! 
With respect to the indictment of hospital administra- 
tion for not working toward broad knowledge and 
skill in the human relations field, as applied to the 
hospital, the development of high-quality university 
graduate programs in hospital administration is hope- 
fully one ameliorating influence. 
In this paper, I shall discuss the hospital organi- 


By James S. Urda 


zation, defining, characterizing, and explaining the 
peculiarities and inherent problems which make ii 
mandatory that administrators learn intelligent prin 
ciples of management and human relations. skills 
“The administrator of this highly differentiated social 
entity must be equipped to deal with his problems 
in as careful a manner or one as deliberate as he may 
have within his capacity to perform. He must be 
diplomat, social psychologist, accountant, and admin. 
istrator.”? It is the responsibility of every executive 
leader of hospitals today to develop both his capacit 
to understand and his ability to handle the people 
with whom and for whom he works. Research to 
broaden knowledge of human relations in hospital 
and assist in this development of administrative skill 
is needed. 

When speaking of “the hospital,” I reter to that 
institution owned by a charitable, voluntary, and 
non-profit corporation and established for the treat 
ment of all general sickness for all persons. This 
organization might also be called the community gen: 
eral hospital, as distinguished from the proprietary 
(for profit) institution or the governmental (usually 
for some specific purpose—psy chiatric, VA, USPHS) in- 
stitution. In studying what makes up the hospital, | 
feel that all significant considerations are covered b\ 
the words: change, complexity, conflict, and coor 
dination. The hospital organization can be consid: 
ered, therefore, to be fully characterized by a thorough 
inspection of these four “C’s.” It is the presence 0! 
all of the facets implied in these words, and _ thei! 
inter-mixture which explains the hospital and differ 
entiates it from other enterprises or industries. 


CHANGE IN THE HOSPITAL 
My first point of definition and characterization 0 
the voluntary general hospital is involved in_ the 
word “change.” There have been developments i 
industry, medical science, and social trends which 
have had profound impact on the hospital industry. 
Developments inside and outside the hospital itsel! 
extend from the obvious—such as the constant pres 
sure for physical expansion of facilities, buildings, 
and beds—to the more subtle—such as the employment 
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of lay persons to perform tasks once considered “pro- 
fessional,” for example, the work of nurse aides on 
nursing floors. Regardless of the speed with which 
any of these developments come about, they represent 
an extremely important factor in a generalized de- 
scription of the hospital. Understanding the impact 
of past historical developments and recognizing the 
need for responsiveness to future developments con- 
stitute a vital art of understanding the hospital struc- 
ture. 

It has been only within rather recent history that 
hospitals have expanded their responsibilities from 
their initial basic purpose as an institution of charity, 
organized to care for the dying and sick poor. In ful- 
filling its present social role as community health 
purveyor, the job of enlarging and augmenting the 
diagnostic, therapeutic, and curative capability of the 
nedical profession for the benefit and advancement 
of the health and welfare of the entire community 
has become its primary responsibility. Out-patient as 
well as in-patient care, ambulatory and emergency 
service are all an integral part of the hospital of to- 
day. “Hospitals in some form have existed for cen- 
turies yet the changes of the past 50 years, and par- 
ticularly the last 25 years, literally have revolutionized 
hospital service." The number of persons utilizing 
the services of hospitals, for example, is constantly 
increasing. Part of this change and revolutionization 
of hospitals it attributable to the corresponding in- 
dustrial and social changes apparent in the United 
States during this same period. With increased stand- 
ards of living, education, and mass communication, 
the public demands hospital service consistent with 
its actual needs, perceived needs, or ability to pur- 
chase. 

The extremely rapid development of medical tech- 
nology is another important aspect discernible when 
studying change in the hospital organization. This 
can be shown in many ways: the rapid development 
and application of new diagnostic and_ preventive 
technics and procedures; the recognition of bacterial 
presence and control through use of antiseptic and 
sterile methods, preventing or abating the spread ol 
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cross-infection; the furtherance of medical specializa- 
tion forced by the almost boundless dimensions of 
knowledge, making one man’s detailed comprehension 
of the whole body of scientific learning a virtual 
impossibility. 

Financial and legal developments have very much 
affected the hospital in the past and continue to ac- 
count for a large part of the present uneasiness on 
the part of hospital leaders. Donations by the very 
rich not only built hospitals in the past but also pro- 
vided the largest measure of operating funds. This 
source of working finances is no longer readily avail- 
able and payment for services either out of pocket 
or by “prepayment” (insurance—commercial or Blue 
Cross) is understood and adherred to by all but the 
indigent and the recipients of government financing. 
Voluntary health insurance has grown tremendously 
since its introduction in the 1930's; approximately 
120 million persons are now covered by hospitaliza- 
tion insurance. The existing principles of setting 
prices for hospital services may undergo change with 
administrative attempt to more nearly relate amount 
charged for service to actual cost. 

Legal trends of noteworthy importance in the hos- 
pital industry are: (a) the increase in number and 
amount of malpractice liability suits against doctors, 
nurses, and hospitals; and (b) the trend away from 
protecting the voluntary hospital from legal liability 
through the doctrine of “charitable immunity.” It is 
significant that only a relatively small minority of 
states now follow the rule of total and complete 
charitable immunity for voluntary hospitals under 
all facts and circumstances.‘ 

The final areas of change visible in the hospital 
are in personnel and administration. Job content 
and custom have changed over the years and will 
continue to change. Today, nurses are expected to 
perform many of the functions — such as taking blood 
pressure and administering hypodermic medication — 
which at one time no one but a doctor dared do. 
The traditional strict discipline of the doctor-nurse 
relationship in the hospital is less often adherred 
to. Formerly, nurses never spoke to a doctor unless 
spoken to; they stood up in his presence and sat 
only if told to. Functions of patient care formerly 
given only to nurses are assigned now to technicians, 
practical nurses, nurse aides, and volunteers. Labor 
unions are looking to organize presently unorganized 
professional non-professional employees. Centraliza- 
tion and specialization have been introduced by 
management wherever possible. In broader adminis- 
trative terms, management must constantly be re- 
sponsive to the actual needs of the community served. 
The administrator must be aware of the changing 
configuration of society in terms of age groups; he 
must develop new programs recognizing the com- 
munity’s need for health care in all routine as well 
as possible emergency and disaster situations. There 
is great need for vision, to see what the future requires, 
and for flexibility, to change when change is necessary. 

Thus, we have seen that change is an important 

(Continued on next page) 
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concept which aptly characterizes the hospital struc- 
ture and background. The word “change” is meaning- 
ful to this industry with respect to social, medical, 
financial, legal, personnel, and administrative de- 
velopments. 


COMPLEXITY IN THE HOSPITAL 

A second characterizing word of the hospital or- 
ganization is complexity. This quality is, I think, 
generally recognized by the public so far as their 
high regard and awe for the virtues olf caring for the 
ill are concerned. The backgrounds of people mak- 
ing up the several authority structures, the variety ol 
services rendered, and the different employee groups 
needed are but a few factors which serve to exemplily 
complexity. Included also in this term is the fact 
that objective evaluation of customer satisfaction and 
high quality medical care are difficult to accomplish 
accurately. 

Let us look first into the variety of employees need- 
ed to carry out the hospital’s function. Since the 
average general hospital employs one and one-hall 
to two employees for every bed it has available for 
patients, and pays out from 60 to 75 percent of its 
operating revenue in salaries and wages, employees 
are an important consideration. ‘The very great short- 
age of all kinds of professional and non-professional 
employees gives those employed by hospitals ready 
opportunity for changing employers almost at will. 

The kind of workers employed by the hospital 
varies by function of job and education. Functionally, 
the hospital employs professional, technical, cralt, 
skilled, and unskilled help to fill a wide variety ol 
jobs: nursing, lab technician, plumber, secretary, ac- 
countant, carpenter, and so on. The employees vary 
not only by function but also by educational level 
attained. Semi- and unskilled people with less than 
high school training fall to one extreme, while medi- 
cal practitioners with 10 to 12 years of stringent form- 
al education are on the other. Each job may consist 
of a multitude of functions. For example, a count ol 
treatments performed by nurses as daily routine re- 
vealed 105 different types composed of as many as 
100 separate tasks required to accomplish the work 
flow of each.’ An additional factor of employee com- 
plexity in the hospital is the utilization of large num- 
bers of non-pay volunteer persons with whom difh- 
culties of control arise due to their status as “volun- 
teer.”” 

By listing the many services of the hospital we 
can further see the complexity of the organization. 
All hospitals have a three-pronged objective: patient 
care, education, and research. The full development 
of each results in a highly complex organization. 
Edith Lentz said in discussing the administrative 
problems of hospitals: ‘““The medical center has mul- 
tiple functions. Almost all hospitals do, but the medi- 
cal center may be seen as an extreme example. A 
generalization might be made that the more varied 
the functions of an institution, the more complex 
the administrative task. . ."6 The patient-care services 
that are available vary in complexity from those 


52 


ready to accommodate the grave severity of in au 
mobile accident to the incidental and routine diag 
nostic chest x-ray. To fulfill all hospital service 
requires a battery of complex and expensiv« equip 
ment. Centralization of this equipment is a necessity 
if the best care is to be economically within reac) 
ol society. 

An inspection of the background of thosc person 
and groups which make up the several power au. 
thority structures in the hospital adds to the concep 
of complexity. Harvey L. Smith of the Institute {o; 
Research in Social Science at Chapel Hill, N. C,, dis 
cusses two main lines of authority—lay and proles 
sional — in the hospital.*. Ownership authority and 
responsibility of the non-profit hospital corporation 
lies with its board of directors, while professional au. 
thority and responsibility lies with the medical staf 
organization. A multiple responsibility to the board, 
medical staff, employees, patients, and general so 
ciety, consisting of direct authority only over hos 
pital employees, lies with the administrator. Th 
duality of controls (lay and professional) is a produc 
of the complexity of the hospital organization. 

When viewed by their separate groups, trustees, doc 
tors, and administrators tend to fall into three stereo: 
typed areas. The board of trustees is generally mac 
up of the town’s successful businessmen, bankers, and 
lawyers; people knowledgable of profit-motivated en 
terprises and seeking the prestige attendant with com 
munity service. “It may be seen that to sit on this 
board means to be in very select company trom the 
standpoint of financial power and _ prestige. Hospital 
boards become exclusive clubs—a formalized expres 
sion of altruism on the part of the haves for the 
have-nots.””? 

Doctors, by contrast, are much less knowledgable 
of business relationships other than “lee-lor-service.” 
They are independent contractors in a field exclu: 
sively reserved to themselves for judgment. By educa 
tion and experience, individualism is their guiding 
stay. The full weight and responsibility for judgment 
always rests with one person in the practice of medi- 
cine: the diagnosing doctor. Formal organization, com- 
mittee action, and group decision tend therelore 
be of negative worth in their eyes. 

The administrator’s personality and background is 
not entirely dissimilar with what is found in execu: 
tive management of industry. In years past, however. 
the position was filled by one of the senior employees 
of the hospital or by someone from the community 
who had nothing better to do. Although functional 
knowledge and experience in a specific hospital de: 
partment was a usual preliminary to assumption ol 
the top executive position, the job implied a “second: 
class” role in the eyes of the medical staff and the 
board. The tendency today is to require specific 
training in management in terms of graduate univer 
sity education, rather than routine training in i 
dividual departmental operations. Added to an it 
terest and background in principles of managing 
organizations is a desire most administrators have 
for serving society in what they would consiler t 
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ea needed and practical way. They represent the 
hospital to the community and are concerned with 
yotecting and making the best use of the public’s 
investment in its hospitals. A major challenge of 
heir position is earning the understanding and co- 
eration ot both the medical staff and board of 
trustees. 

The final area of complexity in the hospital or- 
ganization is in the difficult and unclear evaluation 
{ what really goes on. The attitudes and opinions 
of the consumer and/or his family are often colored 
jy the emotional nature of his hospital stay. Rational 
jwdgments and there is no universally valid cri- 
ria to measure whether the hospital stay was satis- 
jactory or not. The medical definition of high quality 
cre is equally elusive and difficult to measure. Qual- 
ity depends upon what the best informed medical 
judgment would have done in a given case. This in 
isell is a hindsight consideration that may come 
too late or have little relevance. 

We have now received those areas of the hospital 
sructure which are pointed up by the work complex- 
iv. An organization with so much inherent variety 
and difference creates special problems for leadership. 


CONFLICT IN THE HOSPITAL 
In continuing to analyze the hospital organization, a 
third concept revealed is that of conflict. The expres- 
sion of conflict between individuals and groups in the 
hospital can be seen through conditions of either 
open or reserved hostility. Further, I would attribute 
certain kinds of employee behavior such as profession- 
alization, and status recognition to the internal psy- 
chological conflict of the individual. Even in consid- 
ering the whole organization as a unit, conflict is 
dearly recognizable in the hospital’s relationships 
with third-party financial agents, licensing bodies, 
public health departments, and the community itself. 

With a variety of different personnel working on a 
variety of different service functions, conflict between 
individuals and groups is inevitable. A multitude of 
diferent kinds of workers focus on the patient: 
nurses, dietary maids, nurse aides, lab technicians, 
housekeepers, orderlies, messengers, and others. 
Many of these jobs are “dead-end” positions such 
that the employees can never be afforded the oppor- 
tunity of either inter-department transfer or intra- 
department advancement. There tends to be a jeal- 
ous guarding of the perceived professional qualities 
and traditional scope of particular jobs. This espe- 
cially is seen by the registered nurse’s usually negative 
attitude concerning the employment of aides and prac- 
lical nurses. Whenever members of different groups 
overlap in function there tends to be conflict. It is not 
common, for example, that departments question 
each other's authority in what are often simple areas. 
(Is ita nursing or dietary function to serve the pa- 
tients their trays?) 

Conflict may further arise within individuals if 
they are placed and kept in emotionally trying posi- 
“ions or positions in which they are neither skilled 
nor interested. Nurses, for example, serving on criti- 
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cal patient floors of “Cancer Hospital” in Chris 
Argyris’ study of organizational behavior, were seen 
to be under great internal conflict due to the high 
death rate of the patient population served'®. Con- 
flict arises also in persons who, by virtue of seniority 
and proficiency, are awarded the higher level posi- 
tions requiring a great deal of routine paper work 
and administrative supervision that they dislike and 
aren’t qualified to handle. This very definitely can 
be true of other hospital departments. 

The hospital organization offers excellent) exam- 
ples of professionalization and status-seeking behavior 
in individuals and groups. There are functional so- 
cieties organized on a national basis for practically 
all employee categories: nurses, radiologists, hospital 
accountants, executive housekeepers, dietitians, and 
even hospital administrators. Each organization estab- 
lishes operating standards and codes of conduct and 
may go so far as to “suggest” in positive terms what 
sort of “ethical” payment relationships should be 
adhered to. Hospital employees are often only a part 
of the membership of these organizations. A dietitian, 
for example, whether she is employed by a hotel, uni- 
versity, summer camp, country club or hospital, can be 
a member of the dietitians’ association. This attach- 
ment to an organization of one’s peers in terms of 
job category and training naturally tends to empha- 
size the importance of the skills of the job over and 
above contribution to the specific employing 
institution. A hospital is a seed bed of professionali- 
zation making special kinds of motivation and pro- 
viding peculiar personnel problems with the many 
outside groups striving to be their own “boss.”"!! 

The need of recognition through establishment 
and maintenance of traditional status symbols is 
clearly apparent. Subtle differentiation such as_re- 
served dining areas for visiting staff, house staff, and 
nurses, and uniforms of different styles and colors, 
show this. The intern, assistant resident, and resident 
must wear the proper length white jacket to show his 
respective educational and prestige level. Similarly, 
the housekeeper must never wear the blue uniform 
of the dietary department employee nor the white 
one of the technician, and the nurse must always 
wear her particular school cap wherever she may be 
employed. 

A final commentary on internal conflict in the 
hospital relates to the inter-working of the various 
authority structures (administration, governing board, 
and medical staff). John Zugich, in his thesis at Yale, 
points out the basic instability of the top level of 
hospital organization. The reasons for instability are 
(a) ignorance or misunderstanding of duty and _ re- 
sponsibility on the part of each, (b) the obscuring of 
the very reasons for the existence of the hospital aris- 
ing from the three-way split, and (c) the tendency on 
the part of each group not to accept the organizational 
plan and to short-circuit at will. The actual internal 
structure of the hospital, then, is not the stable unit 
the adminisirator often pictures it to be.1? One group 
will often be at odds openly or subtly with the others, 
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feeling that their respective areas of authority and 
decision making are being violated. The obvious 
conflict involved in the statement, “Medical judgment 
can’t be made by lay people,” is one example. 
Another lies in the very fact that the board as a domi- 
nant social and economic force of the community is 
typically more prone to “interfere’’ in administrative 
details than a similar board in industry." 

In turning to relationships with groups outside the 
hospital, numerous conflicts are obvious. Financially, 
the hospital is very dependent upon third-party pay- 
ment agents such as Blue Cross and government 
agencies. This dependence is a product of the fact 
that third parties can “dictate’’ what, where, and 
how much they will pay the hospital. If the third 
party experiences financial trouble, which has hap- 
pened both in Blue Cross and in state governments, 
it merely passes this trouble on to the hospital by 
reducing its payments. Hospitals struggle with the 
attempt to maintain a break-even operation in the 
face of traditional public feelings that the hospital 
should in fact lose money, since it is a charity to 
begin with. The public expects and deserves the 
very best in hospital service, yet naturally desires to 
pay as little as possible for it. 

Hospitals have conflicts with outside agencies and 
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the public in areas other than income, too. Licensure 
which is controlled by the state government, anj 
accreditation, which is a voluntary program cop, 
trolled by a voluntary commission, bring outsid 
standard-setting experts into the hospital to make 
evaluations. This is good, for it introduces incentiye 
for high standards, yet in very few industries, includ. 
ing public utilities, are there so many different ou. 
side groups requiring or even suggesting action be 
taken as there are in the hospital. Medical school, 
when conducting a teaching “affiliation” with a large 
hospital, may tend to overbalance the three basi 
objectives of the hospital (patient care, education, 
research) by requiring the hospital to take action 
strictly advantageous to one area over the others. 
Conflict, then, is the third extremely importani 
consideration in describing and defining the hospital 
Recognition of the areas of, and reasons for, conflict, 
with respect to both individuals and the organization 
as a whole, constitutes another significant aspect of 
understanding the hospital structure. 


COORDINATION IN THE HOSPITAL 


The fourth and final concept which characterizes 
the hospital as an organization is coordination. Meth- 
ods by which individuals and groups within and 
without the institution are kept from splintering into 
a variety of different paths broadly fall under the 
term “coordination.” Much of the internal concept 
of coordination relates to communication, while much 
of the external concept of coordination relates to long 
range health planning of the community’s actual 
needs for medical care. 

The first general principle regarding the coordina 
tion of individual and group effort in the hospital is 
the use of committees. The board, medical staff, and 
administration, all employ standing and ad /oc com- 
mittees for individual and joint purposes. Certain 
standing committees of the medical staff, for example, 
are required by outside regulatory bodies such as the 
Joint Commission on Accreditation. Other commit 
tees are established to take care of specific problems 
or situations as they arise. Sometimes the routine 
answer to any hospital problem is “appoint a com 
mittee.” The function of the multitude of committees 
present in the hospital structure is to provide com 
munication, understanding, and coordination. 

Inter- and intra-departmental coordination fails 
when vertical communication between workers and 
their department heads is blocked by inadequate 
leadership performance of intermediate supervision. 
The head nurse, for example, who is afraid to “lose 
face” with her supervisor or department head ma) 
“forget” the suggestions or recommendations of het 
staff. This difficulty is, of course, equally applicable 
in any kind of organizational scheme, but is greatly 
accentuated in the hospital structure. Here, many 
group leaders are littke more than those working 
foremen who have historically filled in for inadequate 
workers when needed «and were never given the 
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Are nursing personnel working productively and at their proper skill 
level? A nursing activity study will give you the answer. The filmo- 
graph, How to Observe Nursing Activities, with accompanying manval, 
will show you how to conduct the study. 


The nursing activity study employs the research technic of observation to 
help hospitals find out how nursing personnel actually distribute their 
time. 


The observer is the key figure in a nursing activity study. She locates 
each staff member once within every 15-minute time period. On the 
observer's record form she records for each member both the area and 
skill level of participation. Although the observer is a nurse, she is not 
dressed as such so that patients will not expect her to provide care. 
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Film, Manual 
New Self-Help Tools 
in Nursing Study 


Completely automated hospitals aside, the nurse is 
still one of the essential ingredients in the care of 
sick people. No longer seen as a lone, valiant Flor- 
ence Nightingale, the nurse today is a “team mem- 
ber”—one part of the life-saving process in which 
machines and drugs can play as large, or larger, a 
part than she can. 

Along with the changing role of the nurse, the 
hospital has changed too, From an often-unsanitary 
old building housing mainly the poor and unwanted 
ill, it has become a complex, efficient structure—ac- 
cepted as a mainstay in American culture—spending 
several billion dollars a year and serving more pa- 
tients than at any other time. 

And yet patients complain of brusque “imperson- 
alization” in the hospital. “Nobody seems to really 
care.” “They don’t know I’m here.” Harried nurses 
often feel they spend too much time in tasks which 
less-specialized personnel could do and, as a result, 
cannot devote to the patient the attention which 
he rightfully deserves—and they want to give. And 
administrators—cognizant of the nursing shortage to- 
day and eyeing the current figure of 224 hospital 
personnel employed to every patients—wonder 
what to do about the dilemma. 

“If many hours of nurses’ time are being diverted 
from their true purpose and spent in work others 
can do, this trend must be corrected. The problem is 
how to conserve professional nursing skills for thei 
highest use—and bring the nurse back to the patient.” 
This statement was made by Edwin L. Crosby, M.D., 
executive director, American Hospital Association, 
in his foreword to How to Study Nursing Activities 
ina Patient Unit, a manual designed to help hospitals 
solve some of their nursing problems. 

“The first step in solving the problem is to analyze 

(Continued on next page) 
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The observer selects personnel to be observed. 


it,” Dr. Crosby wrote. “How many non-nursing dutics 
are being assigned to nurses? How much time are 
nurses spending on unnecessary clerical work, housce- 
keeping details, and daily routines that clerks, nurs- 
ing aides, and others can carry on? Are some units 
better organized in this regard than others?” 

The manual, used by many hospitals since it was 
issued in 1954 by what is now the Division of Nursing 
of the U.S. Public Health Service, has recently been 
supplemented by a two-part black and white filmo- 
graph which demonstrates the technic of observation. 

Together, the manual and filmograph provide prac- 
tical tools designed to find specific answers to. the 
questions raised by Dr. Crosby, by gathering the in- 
formation needed to plan better staffing of inpatient 
units. 

A pictorial explanation of the information covered 
in the manual, the film is intended as a self-help,aid 
in conducting nursing studies. Since its release last 
May, it has been in such demand that would-be bor- 


Passing of food trays, even by an R.N., is at dietary level. 


Coding of activity must reflect the intention behind the action. Flower 
arranging, as such, is at housekeeping skill level; but if the heod 
nurse’s intention is to observe patient condition, activity is at heod. 
nurse level. 


rowers may have to wait as long as three months for 
a copy, the Division of Nursing warns. 

Representative scenes from the filmograph ar 
shown on these pages. Used in a study of nursing 
activities, the method of observation advocated pro: 
vides for a sampling of the activities of each category 
of personnel every 15 minutes. 

These intermittent observations will not give a 
complete picture of the number of tasks, or how olten 
they are changed. The observer technic does, how- 
ever, provide reliable information about the activities 
that consume the most time; the kinds of activities 
performed by each category of personnel: and a dis 
tribution of types of activities by periods of the work 
day in which they occur. 

The method requires three steps: 

1. Taking samples of activities by instantaneous 
observation of the activities of all personnel on the 
unit every 15 minutes. 


2. Tabulating the sampling of activities. 


Accompanying a patient to x-ray usually does not require nursing-cide 
skills. This activity is ordinarily at messenger level, even though it is 
performed by a nursing aide. 
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Telephone conversations are among the less simple activities to record 
ond code. The observer waits until conversation is finished, then asks 
the person to whom she had been speaking, and why. 


3. Analyzing the tabulations. 

In this last point lies, perhaps, a specific course 
of action for the administrator. Analyzing the study 
may bring solutions to some problems; certainly it 
will uncover many pertinent facts. As the manual 
warns, collecting and tabulating facts is a_ sterile 
fort if no attempt is made to analyze them and 
discover how the information may be used. The dark 
recesses Ol storage areas in some hospitals are literally 
bulging with statistics collected and never used. 
“Nor should the information be used to advance the 
pet theories of a few. The investment of time and 
money should have a definite goal.” 

Use of the observer method in the nursing study 
does not necessarily entail discovery of a way to 
reduce the hospital budget, but it may show how 
to make a more realistic allocation of the budget 
among the departments. Certainly the “flight from 
the bedside” refrain can begin to be confirmed o1 
reluted by careful analysis of the study. 


Here is an opportunity to observe two staff members simultaneously 
during one observation period. Since they are exchanging informa- 
tion about a patient, they are both working in the same area (area 13), 
but each participates at her own skill level. 
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Sometimes the observer cannot locate every member of a unit during 
a 15-minute period; she waits until she next sees the person to check 
on her activity during an earlier 15-minute span. 


It all those involved in the study take an active 
part in planning and carrying it through, the hospi- 
tal will find it easier to make any changes agreed 
upon as a result of the study. Members of the nurs- 
ing department who are proud of their contribution 
to the service given patients will also take pride in 
improving that service. After all, to quote Dr. Crosby 
again, “The ultimate goal to give every patient the 
finest possible care 
when the best nursing care, as well as the best medi- 
cal skill, is provided.” 


can be accomplished only 


To obtain the filmograph, “How to Observe Nurs- 
ing Activities’ (the manual accompanies the film), 
write to Film Librarian, Audio-Visual Unit, Com- 
municable Disease Center, Public Health Service, At- 
lanta, Ga., specifying a preferred and an alternate 
showing date. There is a large waiting list, so please 
ask well in advance of your scheduled showing. 


“How to Observe Nursing Activities’’ was produced under the direction 
of Apollonia O. Adams, chief, Division of Nursing, U. S. Public Health 
Service. 
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Proper selection and training of personnel is often 
the first step in avoiding employee grievances. 
Specific actions in intra-hospital relationships is 
another aid. In both, the administrator is the key 
figure, and his behavior of prime importance. 


The ability to solve employee grievances is one of 
the requisites of good business management. After 
all, the day-to-day operation of your hospital involves 
all types of workers, and personnel problems are 
bound to arise. Whether these problems deal with 
assignment of jobs, transfer and promotion, wages 
and hours, disciplinary action, or other matters, they 
all require some knowledge of the direction of people. 

The success of your hospital in getting the work 
done is determined to a large degree by the willing- 
ness of your employees to do their jobs, and their 
eagerness to do them well. Hospital personnel must 
work in a coordinated atmosphere of trained and 
experienced people whose interlocking efforts reflect 
the unusual breadth and depth of hospital functions. 
Hence, directing people is much more than a matter 
of communication. It is the process of weaving people 
and their performances into the hospital's opera- 
tional system. 

If the greatest possible values are to accrue from 
the efforts of the hospital employees, awareness and 
continuous emphasis on problems of human rela- 
tionships are necessary, and a coordinated team effort 
to accomplish the end objective of hospital care — 
the restoration of the patieat’s health — is essential. 
Yet a close working relationship is possible only when 
all employees and all levels of supervisory manage- 
ment understand the functions, responsibilities, and 
authority of each person, department, and division 
of the hospital. 


Selecting and Training Employees 
Perhaps the best place to begin is in selecting and 
training your employees. This is of vital concern to 
every hospital; there is too much at stake to neglect 
the matter of developing to the fullest the potential- 
ities of the human resources available to your hospital. 
Proper treatment of such problems as employee 
selection, recruitment, promotion, training, and _or- 


* Management consultant, Washington, D. C., former official representative, 
U. S. Department of Labor. 


By Robley D. Stevens* 


Employee Training Grievances 
and the Administrator 


ganization, is ultimately as pertinent to the lunction 
ing of the hospital as is the acquisition of suitable 
diagnostic facilities. Indeed, the increase in cthcienc 
of services resulting from solution of employce prob 
lems may well be commensurate, in terms ol patient 
welfare and rehabilitation, with the technical ad: 
vances in the use of scientific medical equipment 

Proper utilization of employee skills is essential 
both to the quality of service rendered by your hos. 
pital and to the morale and efficiency of your em: 
ployees. The fewer employees you have, the greate! 
responsibility each one has to carry. Therefore, you 
must spend time and careful thought on_ selecting 
and training them properly, because they must deliver 
competency and skill. 

Unless you have a clear picture of what the em: 
ployee’s job consists of, and what he is required t 
do, you can’t develop a sound approach to your own 
hospital taining. A written job description will 
clarify the employee's functions. This description is a 
diagram of the duties, responsibilities, skills, and re 
quirements of the job. It should be concerned with 
the job itself, not with the individual. A job descrip: 
tion will help you in selecting, training, rating, pa\- 
ing, transferring, and promoting your hospital per 
sonnel. 

To break down your employee's job, first divide it 
into functional classifications. Select a typical em 
ployee in your hospital and prepare a job descrip: 
tion of his duties. Determine the degree to which 
your trainee should study each area. Provide {o1 
further training through hospital meetings. Follow 
up on your employee and find out if he is actually 
performing on the job. 

One practical way of appraising your employees~ 
new or experienced — is with a record that lists each 
of the qualities required, with varying degrees ol 
achievement for each. By looking at this record, you 
can easily see each employee’s qualifications. 0 


Your 

its histo! 
general 
tives. H 
sign hin 
sibility 

Whe 
on-the-} 
prospec 
up valt 
where. 
with a 
dence 

Whe 
enoug! 
your | 
before 
sure 
that | 
have 

begun 
super 


ona 
inclu 
healt 
(ease 

“y 
its, 1 
tivel 
ance 
reli 
ties 
of « 
owl 
(cay 
bill 


WO! 


addition, the need for’ uniformity of job titles and 
functions may well exist in your hospital. 
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Your employee should understand your hospital: 
iis history, nature of organization, operating methods, 
general policies, and immediate and long-range objec- 
ives. He must know the routine activities you as- 
ign him. He should also understand his own respon- 
ibility to you, the employer. 

Where should the employee be trained? Hospital 
on-the-job training has the advantage of keeping a 
prospective employee near you so that he can pick 
up valuable knowledge which cannot be found else- 
where. Whenever possible, it’s good to combine this 
with academic training in order to gain the confi- 
dence that goes with the experience of both. 

When you feel that a new employee has had 
enough experience to develop an understanding of 
your hospital administration, let him work. But 
before he starts, have one long talk with him to as- 
sure yourself that he knows what you expect and 
that he is qualified, as fully as time and training 
have permitted, to do the job well. After he has 
begun the job, you will still want to give him close 
supervision and guidance, for even an experienced 
worker needs recurrent training. 


“Can Do” and “Will Do” Factors 


“Can do” and “will do” traits have much bearing 
on almost every hospital job. The “can do” factors 
include job knowledge and skill; mental alertness; 
health and physical condition; and verbal expression 
(ease, clarity, logic, and an organized manner). 

“Will do” factors include job motivation (the hab- 
its, motives, and drive to work diligently and produc- 
tively in the job); stability (remaining in a given 
situation for a reasonable length of time); persever- 
ance (in spite of difficulties and opposition); sellf- 
reliance; cooperation; competitiveness (accepts activi- 
ties in which you can compare his record with that 
of others); loyalty (puts hospital interests above his 
own); ability to get along with people; leadership 
(capacity to organize work); acceptance of responsi- 
bility; emotional maturity, and attitudes (toward the 
work, the hospital, and the patients). 


Hospital-Employee Relationships 

There was a time when the relationship between 
hospital and employees was relatively simple. This 
isnot the situation today. Hospital work groups and 
operations are larger than ever before. And along 
with this growth in size has come an increase in 
specialization. The hospital has to encourage the 
kind of work climate that will stimulate the employee 
want to produce. 

However, occasional problems will always arise. 
If you are to keep your hospital operating at maxi- 
mum efficiency, you must be alert to recognize the 
symptoms of employee grievances, and you should 
try to analyze the causes that give rise to those symp- 
toms. Reduced productivity, poor quality work, loaf- 
ing on the job, insubordination, lack of cooperation, 
may be the employee's way of unwittingly showing 
he has a grievance. 
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It is important you recognize that, regardless of 
the way the problem appears to you, the way the 
employee feels about it should dictate the amount of 
consideration to be given the matter. If you give an 
employee the brush-off, or make too light of the com- 
plaint, you are merely adding fuel to the fire. 

It is important to avoid bypassing in your hospital. 
In most cases it can be avoided by building up 
faith, confidence, and trust in the employee’s mind. 
You can accomplish this by being interested in his 
attitude, anticipating the annoyances that are bound 
to crop up in any job, by trying to learn the personal 
characteristics of different employees and their cus- 
tomary reactions to various circumstances and super- 
vision, and by exercising patience and objectivity, in- 
cluding some toleration of people, even under the 
stress of fundamental disagreements. 

It is not easy for one who has to live with the com- 
plaining employee to be wholly objective at all times. 
But you should give him thoughtful attention, listen 
to his story without interrupting him, and try to 
keep the discussion centered on facts rather than 
on opinions which might give rise to needless argu- 
ment. 

You can make your job easier by forming judgment 
from what you see. Whatever the solution, it should 
reach the heart of the problem, remove the cause of 
the grievance, and have no effect upon the work of 
other employees in your hospital. 

There will be times when informal discussions fail 
to resolve a grievance. There also will be times when 
conditions require management to take some adverse 
action against the complaining employee. In order 
to keep the record straight, to establish the facts and 
discourage petty complaints, you should see that the 
employee's grievance is put down in writing. 

It is always more desirable for your hospital, as 
a matter of principle, to handle employee grievances 
directly, rather than through an outside third party. 
Nevertheless, it is common practice nowadays for 
grievances to be arbitrated. Arbitration is 2 peacelul, 
voluntary method of settling grievances, used only 
after both parties involved have failed to reach a 
solution. After a hearing at which both parties sub- 
mit their evidence or claims, the arbitrator makes a 
decision and issues an award which the respective 
parties have voluntarily agreed in advance to accept. 

There are two unvarying elements which must be 
present in arbitration.. First, the arbitrator must be 
impartial. Second, there must be a final and binding 
decision embodying the judgment of the arbitrator, 
not merely an attempt to bring the parties together 
in their own settlement. The decision must be within 
the authority granted to the arbitrator. 

Experience shows that a great many grievances 
which go all the way to arbitration might have been 
settled easily before that, if the hospital administrator 
had worked toward preventing grievances, or at least 
reducing them to a minimum. 


(Continued on page 66) 
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Q. Should the radiologist and pathologist be per- 
mitted a vote on the medical board? 

A. It is assumed that the medical board consti- 
tutes a policy body of the medical staff. In a number 
of situations the medical board is composed of the 
officers of the medical staff and the chiefs of the 
various services. In some instances the pathologist 
and radiologist sit with the board in an ex-officio 
capacity. In other instances they are members of the 
board by definition. 

Both the pathologist and the radiologist are in a 
most enviable position with regard to ascertaining 
and evaluating the general quality of medical care 
in the hospital. Anything which would restrict or 
hinder the effective use of these specialists in  influ- 
encing medical care should be discouraged. It is, 
therefore, recommended that the pathologist and 


radiologist be accorded full membership on the 
medical board. 


Q. Is there a good method of controlling drug floor 
stocks? Is this a major factor in hospital costs? 

A. I consider the control of floor stocks one of the 
most important problems in the hospital field. Main- 
taining an adequate stock of drugs is necessary in 
order to avoid loss of time by nursing and other’ per- 
sonnel going to and from the nursing station and the 
pharmacy. However, an adequate floor stock is usually 
accompanied by substantial inventory losses and fail- 
ure to effect charges for the drugs dispensed. 

The costs of drugs in acute general hospitals average 
approximately $285 per hospital bed per year. This 
does not include the salaries of the pharmacist, over- 
head, cost of processing, and other departmental ex- 
penditures. 

I have never been completely satisfied with the 
results of floor stock controls. The system which has 
proved most effective and which provides a substantial 
variety of drugs most commonly prescribed at the 
nursing station requires that an order slip be prepared 
in duplicate for each prescription. One copy goes to 
the business oftice and one copy is kept on the nursing 
floor and used as the basis for replenishing the in- 
ventory. Even though this is the best system, there 
still is a slippage of approximately 25 percent. 

Equipment is being developed that will use the 
vending-machine principle for dispensing drugs. The 
drug in the proper dosage is released by the insertion 
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of a card, and a record for billing purposes is im. 
printed in a roll in the machine. 

We shall continue to observe the development oj 
this equipment and shall make further observation 
as indicated in this column. 


Q. Do you consider it feasible for a hospital to eithe 
rent its linens or, if it owns its linens, to purchase 
laundry services? 

A. Each situation has to be very carefully analyzed 
and a decision made on the merits of the individual 
case. 

The costs of line rental are usually substantially 
higher than the cost of purchasing laundry service 
if the hospital owns its linens. In an analysis of 3 
specific situation, we found that it cost approximately 
$150 more per bed per year to rent linens than ii 
would have cost if the hospital had owned its linens 
and had the laundry done by a commercial organiza- 
tion. Approximately $100 per bed each year would be 
saved if the hospital had its own laundry. 

In comparing quotations for either a linen service 
or a laundry service, care must be taken to include 
all costs. For example, some commercial laundries 
give the hospital a good price on flatwork and make 
their profit on the finished items, which represent 
from five to 15 percent of the total laundry work 
load. In estimating costs for comparative purposes 
one should also include the costs of accounting and 
of maintaining the records. 

Problems in maintaining adequate inventories have 
been encountered by some hospitals which have either 
rented the linens or had the laundry done by «a com 
mercial organization. 

On the other hand, the determinations of the hos 
pital laundry’s costs per pound or per piece should 
be very carelully prepared. Often the hospital does 
not have an effective cost accounting system, and all 
of the costs are not included. 


Q. In planning for any hospital, how many pounds 
of laundry per bed should be estimated? 

A. Perhaps the best method of determining laundry 
load is to use the following formula: 14 pounds pet 
bed per day plus 25 pounds per surgical procedure 
and delivery. In arriving at work loads it should be 
emphasized that seven days of laundry must be pro 


cessed in five work days. 
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T.E.D. anti-embolism stockings 
speed blood flow, help reduce 
atalities due pulmonary embolism! 


alll Accelerated blood velocity minimizes 
‘tion formation and incidence of clots 


-eithe 2-E-D. Anti-Embolism Stockings insure 
irchay | steady, uniform pressure of the lower leg, help- 
ing to speed the flow of blood. 
valyzed It is reported that the majority of fatal 
vidual § pulmonary emboli cases originate with clots 
tial | 0m the deep veins of the calf. T.E.D. Anti- 
ervica | Embolism Stockings counteract this by re- 
5 of » | ducing the caliber of the veins enough to 
mately [| accelerate blood velocity and thus discourage 
han it thrombus formation. 
linens T.E.D. Anti-Embolism Stockings maintain 
ory an over-all compression between 10 and 15 
mm. of mercury—as you know, the ideal 
service range in prophylaxis for thrombo-embolic dis- 


clude ease. Application is so simple it can be han- 

ndries dled even by a nurse’s aid. 
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d all A constriction in a pipe increases the velocity of flow. The T.E.D. Anti- 
Embolism Stocking applies this principle, speeding the fiow of blood in 
‘he lower leg where emboli most often get their start. 
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@ LEGAL RULES FOR AVOIDING PITFALLS 

Recently I traveled in several states, and talked 
with many Topics readers. Several important legal 
questions and problems were discussed. I have made 
special efforts to locate higher court cases which 
answer certain of these legal questions directly. Pre- 
sented below are of some of these legal questions in 
simplified form for the benefit of all readers, and cita- 
tions of leading higher court decisions which verify my 
explanations of law. 


A few weeks ago a higher court laid down an im- 
portant legal rule as to the duty of hospitals in caring 
for nervous patients. This rule is: a patient entering 
a hospital operated for treatment and cure of nervous 
disorders is admitted under an “implied” obligation 
that the hospital officials and employees will exercise 
such care for his safety as his condition may reasonably 
require. The degree of care must be in proportion to 
the ailments of the patient, and furthermore the ques- 
tion of whether such requirements have been met by 
the hospital officials and employees must be decided 
by a jury. 

For example, in Quick v. St. Mary’s Hospital, 102 N. 
W. (2d) 36, it was shown that St. Mary’s Hospital 
specializes in the care of patients suffering irom 
mental and nervous disorders. For three weeks Quick 
Was a patient in the hospital for treatment of a 
marked paranoid condition. During this time he was 
given a series of electroconvulsive shock treatments. 
Quick sued the hospital for heavy damages, alleging 
it was guilty of negligence in the care afforded him 
because its employees failed to provide adequate and 
necessary safeguards for his protection and that, as a 
result, he fell from the hospital bed to the floor and 
suffered a fracture of the right shoulder. 

During the trial testimony was given in detail as to 
the electric shock treatment Quick was administered, 
the procedure followed and its effects. 

This case was tried without a jury and the lower 
court held the hospital not liable. The higher court 
reversed the verdict, holding that an enforceable deci- 
sion must be rendered by a jury, after it listens to all 
the testimony. This higher court said: 

“Plaintiff (Quick) here was attended daily by 
defendant’s nurses and nurses’ aides, who not only 
had access to the hospital record but also had 
their personal observations of plaintiff's conduct, 
irrational and otherwise. Certainly defendant hos- 
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By Leo T. Parker, Attorney at Law 


pital is charged with knowledge thus obtained by 
its trained personnel and written into the hospital 
record by them and by the doctor and interns at- 
tending the plaintiff. The defendant therefore, 
was charged with knowing the probability that 
plaintiff, due to his confused state of mind, might 
cause harm or injury to himself. 

“The duty imposed on the hospital in the in- 
stant case extends to safeguarding the patient from 
dangers due to the patient’s physical and mental 
incapacity as indicated upon his entry and as 
could thereafter reasonably be anticipated in his 
case due to the progressive deteriorating effect re- 
sulting from the repeated shock treatments. 

“It is not our province to indicate how this case 
ought to be finally decided. Clearly, plaintiff re- 
ceived the injury complained of while a patient in 
the hospital. The differences and the conflicts be- 
tween the testimony of the several witnesses are 
clearly for jury determination. Where the evi- 
dence is conflicting, it is the duty of the court to 
submit the case to the jury.” 


; Not Payable Hospital Care 
A majority of hospital officials and employees have 
the habit of asking every prospective patient one 
stereotype question: “Do you have hospital care?’ 
With an affirmative answer, the official feels certain 
of collecting for services to be rendered. 

Last month a higher court very distinctly indicated 
that an affirmative answer to this question is not al: 
Ways positive assurance that the insurance company 
which issued the “hospital care” policy will pay for 
hospital services. 

For instance, in Cottrill v. Michigan Hospital Ser: 
ice, 102 N. W. (2d) 179, the testimony showed that the 
Michigan Hospital Service writes insurance contracts 
providing hospitalization benefits and care in ac 
cordance with the Michigan Blue Cross plan. It issued 
to Cottrill a hospital care certificate which contained 
the clause, “Each member is entitled to hospital serv 
ice for a maximum benefit period of thirty (5) days 
. . . for each period of hospital confinement, or [or 
successive periods of hospital confinement separated 
by less than six (6) months. Such member wil! agail 
be entitled to a maximum benefit period of thirty 
(30) days only when there has been a lapse of al 
least six (6) months between the date of last discharge 

(Continued on page 65) 
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urns (Continued from page 62) 
fom a hospital and the date of next admission.” 

Cottrill was hospitalized for the period beginning 
jugust 12 and ending August 27, 1956, and from 
October 9 to October 24 of the same year, an aggregate 
of 30 days. The Michigan Hospital Service paid bene- 
fits pursu: ant to the terms of the certificate. Within the 
ensuing six months’ period Cottrill was a patient in a 
hospital from February 27 to March 11, 1957. For such 
period the Michigan Hospital Service did not pay 
benefits and presumably no request therefore was 
made. In less than six months following discharge 
from the latter hospital, Cottrill was again hospitalized 
at LaGrange, Ill., from August 13 to September 8, 
1957. 

The Michigan Hospital Service denied liability for 
payment of benefits in the last hospitalization on the 
gound that under the terms of the hospital care cer- 
tificate Cottrill was not entitled to benefits because 
les than six months had elapsed from the time of the 
last preceding hospitalization. 

Cottrill argued that the above clause had reference 
to the date of last discharge from a hospital for which 
benefits were paid under the hospitalization care cer- 
tificate. On the other hand, the Michigan Hospitai 
Service insisted that the six months’ period must be 
interpreted as it reads, and that treatment in any 
hospital, whether or not benefits are paid therefor, 
bars the granting of subsequent benefits to Cottrill 
for hospitalization during the period mentioned. 

The higher court held that the Michigan Hospital 
Service is not liable for payment of any part of this 
hospital bill, saying: 

“Had it been intended that the reference to the 
discharge meant that the prior hospitalization en- 
titled the insured to benefits under the certificate, 
it may be assumed that the intent would have 
been indicated in appropriate language in the 
policy.” 


Hospital Employee Is Personally Liable 


I received this legal inquiry from a reader: “Is a hos- 
pital employee who performs a negligent act personal- 
ly liable in damages to the injured patient?” Accord- 
ing to a recent higher court decision, any hospital 
employee may be held personally liable for his negli- 
gence which results in an injury. 

For example, in Waters v. Anthony, 40 So. (2d) 316, 
testimony showed that a person was seriously injured 
when he fell on a dangerous floor. The injured person 
sued both employer and employee for $20,000 damages. 
The higher court awarded the injured person $15,- 
000, and ordered the employee to pay $7,500, and the 
employer to pay $7,500. The court said: 


“Lackey (employee) owed a duty to exercise due 
care and if he was negligent in this respect proxi- 
mately causing injury to him, he and his employer 
were jointly liable. . . . It was his duty to use rea- 
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sonable care so as not to cause injury to third 
persons exercising their lawful rights.” 
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process all surgical gloves 
...fegular or disposable 
for less than 13¢ each 


By far the lowest cost, most dependable method for washing, 
drying, and powdering rubber gloves...yes, even “disposables”. 
Less than 1%¢ per glove including all materials and labor! 
Three companion, single-purpose machines, each with 150-glove 
capacity, eliminate delays. No waiting between loads. All stages 
of processing can be carried on simultaneously. And glove life 
is materially extended... reducing need for large inventories. 
Matching stainless steel units are attractive, sanitary, and 
durable. In hospitals of 100 beds or more, they repay their cost 
the first year... while creating substantial savings over hand 
methods. 
WASHER— The only machine designed specifically for surgical 
gloves. Unique tub design and pulsating action clean gently, 
thoroughly...three times faster than by hand. 
DRYER— Revitalizes gloves. Thermostatically controlled warm 
air dries three times faster than by hand. Unique air circula- 
tion keeps operating parts clean, promotes safety. 


POWDERER—Applies uniform coating inside and out...ten times 


faster than by hand. Airtight. No powder escapes. 


FREE: Glove Processing Manual, giving latest, recommended 
procedures, sent on request. Also, descriptive literature on each 
machine and other Rotary hospital products. 


ROTARY HOSPITAL EQUIPMENT CORP. 
1742 DALE RD., BUFFALO 25, ILY. 


EMPLOYEES AND ADMINISTRATOR 
(Continued from page 59) 


The Administrator's Goal 


One advantage of the job of hospital administraty, 
is that it continually offers challenging problem 
Any action you take which results in a correct solution 
to a problem represents a growth in your personal 
stature. Everything you do and say adds to your em 
ployees’ opinions of you as a person, and influence 
the way they respond and react to their jobs. 

Hospital personnel are happier and work bette 
when they have a feeling the administrator is inte: 
ested in them. If your employees don’t like the wa 
you do business, you may face problems. This is on 
of the mainsprings in the current drive to humanize 
hospital-employee relations. It is through such goo 
personal relationships that you are able to settle mor 
employee grievances. 

The administrator is a person who makes thing 
happen in the hospital, through the efforts of othe 
people. In so doing, he is primarily concerned with 
obtaining results. His objectives should be to im 
prove the efficiency and economy of hospital! opera 
tion, develop the work-force, assist employees towari 
achieving their highest potential usefulness, and mo- 
tivate them to work, and solve grievances in the hos 
pital. 

There are few born hospital administrators; mos 
are developed. ‘The conventional good traits—initis- 
tive, drive for self-improvement, intelligence, curios 
ity, attention, courage, leadership, and a capacity for 
hard work—play a strong part in your work. 


But you, 
the individual, 


must make use of these traits. 
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Hospital Accounting 
and Statistical Problems 


By David H. Tarlow, C.P.A.* 


Q. For a number of years this hospital has been 
funding a reserve for depreciation and replacement 
which, as an element of expense, we derive as income 
from our patient charges. Up to now I have always 
considered that when capital items were purchased, 
those of a replacement nature would be charged to 
this reserve, but that when new capital items 
were to be bought these should be charged to the 
general fund, which is, of course, derived from gifts, 
bequests, and so forth. 

Recently the question has been raised by board 
members as to whether the reserve for depreciation 
and replacement should not be used for the procure- 
ment of new capital items. During my administra- 
tive experiences I have heard the statement many 
times that it was morally right and ethically proper to 
charge patients for their share of the replacement 
of capital equipment and facilities in the hospital 
which they have used and in which they share a 
depreciation expense, but that new capital items are 
not properly chargeable to patients. This theory 
seems to be based on the idea that the community, 
philanthropy and other sources originally should pro- 
vide the buildings and equipment and that the patient 
should not be expected to pay for them through his 
hospital bills. This would seem to apply to whatever 
new equipment and facilities— not those of a re- 
placement nature — are procured from time to time. 

It would be extremely helpful to me if you would 
comment on the above premise and let me know 
what reference material or authoritative sources are 
available to support or refute this theory. If you can 
quote any authoritative authors on this subject and 
can assist me in developing a policy for board con- 
sideration in this area, I will be more than grateful. 


A. This question has been discussed at most ac- 
ccunting institutes for the past. two decades without 
a complete unanimity resulting. To the best of my 
knowledge, there is no hospital text material available 
which authoritatively develops a thesis regarding de- 
preciation and the use of its related reserves. 

_ As you well know, it is only recently that reimburs- 
Ing agencies have accepted even token depreciation 
a an element of operating expense. All too often 
depreciation is only a book figure and is not funded. 


*Senior Partner, D. H. Tarlow & Co., Hospital Accountants and Auditors, 
New York ( ity, N.¥. 
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Since reserves for depreciation are developed so 
that a facility may be maintained at its required 
degree of utility, it would seem that any disburse- 
ments made from the reserves to maintain such 
a status are perfectly in order. It does not appear 
germane to me whether an item is replaced after 
a number of years because of wear and tear or 
whether a new item is purchased because of obsoles- 
cence after short usage, or because of a new idea of 
diagnosis or therapy. 

It the trustees wish to go back to the community 
for capital funds every time they need a new item, 
this certainly is within their power, but failing this, 
it is the duty of the board, in my opinion, to bring 
the best possible medical and surgical care to the com- 
munity with available resources. Therefore, if re- 
serves are available for needed equipment, it would 
appear that they should be used. 


Q. We would like to know the term most generally 
used to designate the office and officers in charge of 
the offices that handle: 

1. Patient accounts, which includes billing and re- 
ceivables, credit and collection, cashier. 

2. Accounts payable for vendor, payroll, general 
ledger accounts, balance sheet, special cost and statisti- 
cal studies, statements of financial picture, etc. 

I have heard No. 1 referred to as the business office 
and also as the office of patients’ accounts. I have also 
heard No. 2 referred to as the business office or the 
accounting office. Which are the most generally used 
terms, and is there a standard classification? 


A. All of the functions listed above are usually under 
the direct supervision of a controller. In larger hos- 
pitals, some of his responsibilities are delegated to 
an assistant controller. With respect to the title of 
business office, one might also state that the functions 
enumerated above are all part of that office. It is as- 
sumed that your hospital has two separate areas and 
authoritative lines of responsibility for Sections | and 
2. Based on such assumption, you could call Section 
1 the patients’ accounts office, and the person in 
charge, the director of patients’ accounts. Section 2 
might be called the general accounting office, and the 
person responsible for that office, the chief accountant. 
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Slack cord is looped over 
hook at desired distance 
from umbilicus. 


Trigger pull draws cord 
into barrel. 


by SALAR 


The Gravlee Gun provides a sim- 
ple, positive, one-hand method 
for ligating umbilical cords of 
any size. Assures immediate and 
permanent hemostasis .. . pre- 
vents neonatal stump infections 
resulting from contaminated 
tapes or hands. Cords may be 
stripped if desired. The Gravlee 
Gun is sterilized by any of the 
conventional methods.! 


Write for reprint and descriptive literature: 
J. Sklar Manufacturing Co., Long Island City 4, N.Y. 


Additional pull slips sterile 
rubber band around cord. 


Release of trigger 
automatically delivers 
perk ligated cord. 


Cord is clamped distally 
and cut in the usual manner. 


1. Graviee, L. C., and Jones, W. N.: Obst. & Gynec. 15:43 (Jan.) 1960. # u. s. PAT. NO. 2,942,604, 
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Research is Communication — 
“What We Give the Children in Usable Form 
They Have First Given Us in Confused Form" 


Part Il 


By Ellen L. Davis 


In Part | of this article, published last month, it was 
noted that the credo of The Training School at 
Vineland, N.J. “Happiness first . . . all else follows” 
-was first put into words nearly 70 years ago.’ It 
is still the credo, still the keystone, for without it 
all else falls of its own unsupported weight. How- 
ever, the school does not assume all else will follow: 
it sees that it does through education, work, responsi- 
bility and goals, all geared to the individual capaci- 
ties of the retarded child, and all blended and bound 
together by compassion. 

Research, the fountainhead of the knowledge on 
which The Training School’s way of life is based, 
had its first impetus in the old F-M Club, whose 
charter members were Edward Ransom Johnstone, 
then superintendent of the school; Henry H. God- 
dard, of the department of psychology, Pennsylvania 
State Normal School at West Chester; and Prof. Earl 
Barnes, well-known Philadelphia educator. The 
three were returning from a meeting on child study, 
and in the course of an engrossing discussion, John- 
stone suggested it might be mutually profitable and 
enlightening to get together regularly, and offered 
The Training School as a meeting place. 

Enlarged to a group of eight or 10 men, the club 
started meeting regularly in 1902. Research was the 
ill-absorbing subject to these men, and when the 
school approved Johnstone’s recommendation for es- 
tablishing a scientific laboratory in 1906, one of them 
was selected to head it. Dr. Goddard, his sabbatical 
year due at his own school, was persuaded to spend 
tat Vineland. 

On arrival, he surveyed the desk, several chairs and 
a couple of empty shelves in a small second-story 
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Dorothy Baker, M.D., staff psychiatrist, talks to one of the youngsters 
of the school to cecide her treatment. It may be regular psychotherapy 
(talking), play therapy, medication. The latter are used to help the 
child become more adaptable and comfortable. 


room in one of the workshops. This was his office; 
he put on his hat and strode out across the fields 
to find his work. He turned his brilliant mind to the 
scientific observation of mentally retarded children 
as they worked, played and learned; he opened his 
heart to the understanding of their language, so 
poorly expressed in words, but so eloquently in gently 
lingering eyes and clinging hands. 

Dr. Goddard stayed at The Training School for 
12 years, laying the foundation for the monumental 
pioneering work of the institution. In 1907, he went 
to Europe to acquaint himself with the psychological 
research being done on the continent, and came upon 
the first published work of the French scientists, Binet 
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Above, Carol Wescoat works in the well-stocked drug room of the in- 
firmary. There is daily sick call; two 12-bed wards for inpatients. 


and Simon, on a “Measuring Scale of Intelligence.” 
He brought back to Vineland a valise full of papers 
and a copy of their publication, not yet translated 
from the French. This, together with the second part 
of their work, published the following year, was trans- 
lated into English by Elizabeth S. Kite, social investi- 
gator, and research worker at the Vineland laboratory. 

In 1908, Dr. Goddard’s first article on “The Binet- 
Simon Tests of Intellectual Capacity” was published, 
and was gratefully received as a bridgehead in the 
field. Though the efforts of Binet, the psychologist, 
and Simon, the psychiatrist, had not attracted much 
attention in their native land, the reception in Amer- 
ica under the impetus given it by Dr. Goddard was 
instantaneous and enthusiastic. 

The publication marked the beginning of standard- 
ization of the 1.Q. tests, one of the basic goals the 


field had been striving for, and was called “some- 


thing concrete, something mathematically exact, some- 
thing with prognostic value and something that did 
not require the art of the mastermind and the long- 
time observation of the skilled clinician.” 

Its adoption by public school systems was rapid. 
It had a major influence on the growth of special 
classes in public schools; it revolutionized many edu- 
cational methods. 

But quick as Dr. Goddard was to recognize, and 
make available for utilization, this more accurate 
diagnosis of mental retardation by standard methods, 
he was equally quick to destroy false hopes that it 
could lead to a cure. In a paper presented at the 
1913 meeting of the American Association on the 
Study of the Feeble-Minded, he said: “We may con- 
clude that as a rule, feeble-minded children are 
trainable but not improvable in intellectual capacity.” 
This statement, which subsequent research has gen- 
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Joanna Presti, above right, is laboratory technician in the infirmary 
Food specialists and dentists hold weekly clinics for the youngsters 


erally verified, was a rude shock not only to the as 
sociation but to the entire field. 

In the early days of the laboratory, Dr. Goddard 
applied the observational and questionnaire methods 
of investigation. These methods were supplemented 
by the invention of laboratory apparatus for the ob- 
jective measurement of sensory-motor coordination 
and by the construction of tests for the so-called 
higher mental processes. 

In 1910, Dr. Goddard proposed the term ‘moron’ 
to identify a higher grade of defective, thus continu 
ing his work on standardization. Accepted by the 
American Association for the Study of the Feeble: 
Minded, it did much to clarify the indiscriminate, 
ofttimes synonymous usage of classifications, and the 
terms idiot, imbecile, and feeble-minded. 

In 1912, a book by Dr. Goddard appeared, titled 
The Kallikak Family ... a Study in the Heredity 0 
Feeble-Mindedness, which was the culmination of his 
many works on heredity. Based on investigations i 
the pine barrens of southern New Jersey, where 4 
hermit-like group of “‘pineys’’ lived, it showed how 
a family “clean and clear from earliest colonial days’ 
became contaminated about the time of the Revolt: 
tion by mating with a feeble-minded stock, giving 
rise to six generations of impaired offspring. 

But just as Dr. Goddard proved his scientific flex 
ibility and integrity when he limited the potential 
of the Binet-Simon tests, Dr. Walter Jacobs, preset 
director of The Training School, emphasized the 
limitations of the Kallikak study in his publication, 
“New Hope for the Retarded Child,” in 1954. 

“Until comparatively recently,” wrote Dr. Jacob, 
“it was generally assumed that 60 percent to 80 per 
cent of all mentally retarded persons had _ inherited 
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jc picture of the mentally retarded which became so 
atrenched in people’s minds that it is difficult today 
impress anyone with an understanding of other 
\inds of mental retardation. 

“More recent studies have brought to light ample 
idence to prove that more than half of all cases of 
mental retardation come from causes which have 
nothing to do with inheritance, including such types 
js mongoloids, cretins, hydrocephalics, most micropha- 
lic, and others more readily recognizable because of 
accompanying physical signs. 

“Many of these causes involve children of normal 
or superior parents, children whose reduced mental 
capacities are the result of brain tissue damage, or. 
auophy of suc h tissue, or other brain damage. It can 
happen to children of subnormal parents, too, but 
the fact that large numbers of normal parents are 
involved is profoundly important.” 

Divisions of psychopathology, biochemistry, and 
neuropathology were added to the Vineland research 
department in 1912, with a division of medical re- 
search to come later. 

The existence of the research laboratory made _ pos- 
sible the meeting, at The Training School, of a group 


A technician runs an EEG examination on one of the boys at the 
school. Such an examination is part of the routine evaluation of all 
the youngsters, and the school also makes this service available to 
private physicians of the South Jersey area. 


of psychologists, members of the American Psycholo- 
gical Association; a group from the U.S. Army; and 
Training School staff members for the devising of 
Army intelligence tests which played an important 
part in World War I. It was the first time in history 
that an entire army was to be tested, and the tests 
also had a far-reaching influence on general intelli- 
gence testing in public schools and in classification 
of personnel in industry. 

Of the undertaking, Dr. Goddard later wrote: “The 
knowledge devised from testing of the 1,790,000 men 
in the army is probably the most valuable piece of 
information which mankind has ever acquired about 
itself. Ihe information has been hard to accept. We 
could not believe it. It was thought the tests were 
Wrong, but more than a dozen years of experience, 
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Betty, one of the 
older residents of the 
school, waits at the 
infirmary for rela- 
tives to call for her. 
She is vacation- 
bound, and her time 
away from school will 
be a valuable test 
period for her ability 
to adapt to outside 
surroundings and her 
own family. 


criticism and testing the tests have strengthened their 
validity rather than weakened it. There is no longer 
any doubt about the facts.” 

In 1919, Dr. Goddard was succeeded by Dr. Stanley 
D. Porteus, anthropological psychologist Aus- 
tralia. Porteus, with his maze tests, his social, educa: 
tional and industrial rating scales, his anthropometric 
and anthropological studies, initiated another epoch 
of research at Vineland, contributing heavily to the 
more accurate appraisal of children’s capabilities and 
their developmental progress. 

He collaborated with Alice Morrison Nash, direc- 
tor of the educational department and currently, 
after 60 years on the staff of the school, its educa- 
tional consultant, on studies on the social and educa- 
tional correlation of mental age and behavior. 

In 1925, Dr. Edgar A. Doll, who had been assistant 
director of research under Dr. Goddard from 1912- 
1917, returned as director of research. His most im- 
portant work was the Vineland Social Maturity Scale, 
brought out in 1935, which remains a basic tool in 
the field. Following Dr. Goddard’s lead, he also pio- 
neered in classification systems for institutional popu- 
lations, and many aspects of worldwide penal systems 
of classification began with his work. 

The monograph, “Mental Deficiency Due to Birth 
Injuries,” in collaboration with Dr. Winthrop Phelps 
and Ruth Taylor Melcher, opened the door to hun- 
dreds who began work on this phase of mental re- 
tardation. 

The entrance into the brain damage and cerebral 
palsy era, inaugurated by Dr. Doll and his colleagues 
in 1928, and continuing as a major laboratory project 
until 1941, ranks as one of the most significant periods 
of scientific research and development in the history 
of the field of mentai retardation. 

In 1934, Dr. George Kreezer began work under 
Dr. Doll in what was to become known as electro- 
encephalography. At this time, the use of motion pic- 
tures for training and study was also introduced. 

The important link of the Training School at Vine- 
land to national and international development of 
special education came about in 1903-04. The pio- 
neers were Mr. Johnstone, Dr. Goddard, and Alice 
Morrison Nash. After extensive planning, the first 
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session of the “summer school tor teachers’’ was held, 
based on one week devoted to the general subject of 
feeble-minded and backward children; one week to 
causes and classifications; one week to the sociological 
side of the questions and methods of caring for this 
class; and four weeks to methods, training, discipline 
and kindred subjects. 

Five students comprised the first class, and a fee of 
$25 was charged. In 1909, the school had grown to 
over 30 students from throughout the nation. In 
1911, a short course for physicians was held, and Dr. 
Goddard also lectured on teacher training, with clin- 
ics at New York University. 

In the same year, the New Jersey legislature passed 
an act requiring that “each board of education in 
the state ascertain how many children are three years 
or more below the normal grade in public schools, 
and that each school district in which there are 10 
or more such children establish a special class or 
classes for their instruction. This was followed by 
the Mental Deficiency Act of 1913 in England and 
the Ontario Auxiliary Act in 1914. 

In 1921, Lehigh University affiliated with The 
Training School and inaugurated courses in its exten- 
sion department. In 1928, the same arrangement was 
made with Rutgers University and, in recent years, 
with Temple University. 

Mr. Johnstone's successor, Dr. Walter Jacob, has 
carried on the traditions. His primary objectives and 
successes have been in building the professional staff 
and programs, guiding long-term master development, 
planning satellite units to meet the needs of special- 
ized services available nearer metropolitan areas, es- 
tablishing the speech department and clinics, inter- 
disciplinary research, parent education, establishing 
outpatient clinics and day schools, and building the 
financial destinies of the school. 

The speech and hearing department, presently 
headed by Seymour Rigrodsky, Ph.D., and staffed by 
Frances Prunty and Leon Glovsky, therapists, started 
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in 1948, and has become a recognized leader in the 
field. 

“Speech is slow in developing in these children,” 
said Dr. Rigrodsky, many have speec! defects 
Some are associated with the cause of retardation, 
and some are types found in normal children, the 
difference lying in the severity and the nature of the 
delects. 

“Our department is part of the clinical program, 
and we use a test and observational approach. We 
evaluate each child during the O&D  (observatioy 
and diagnostic) period for speech performance an 
level of hearing, and note any perceptual difficulties, 
We use expectancy and normal charts, and can com- 
pare the child with other retarded as well ay normal 
children. We explore at what level the child is func. 
tioning. If he can’t identily test pictures or the actual 
objects themselves, can he selectively discriminate be. 
tween them as to use? The retarded seem to have 
less difficulty in receiving impressions than in e- 
pressing language. 

“If a child operates at a high performance level 
on intelligence tests,” continued Dr. Rigrodsky, “but 
gives a poor performance verbally, he probably will 
not do well socially or in school. Even if brain damage 
is present, the child is capable of progress.” 

This past fall, a language communication class for 
children with severe auditory handicaps was started 
at the school, featuring speech reading and_ other 
communication-centered activities. Therapists also go 
into classrooms for the purpose of language stimula- 
tion, and teachers carry on the given idea throughout 
the day to stimulate vocabulary resources, concept 
formations, and generally improved communications. 

Dr. Rigrodsky is presently instituting a summer 
speech clinic for outpatients at The Training School, 
and is working toward establishment of an aphasic 
clinic at the school in conjunction with Temple Uni- 
versity. 

George S. Baroff, Ph.D., chief clinical psychologist, 


Two boys share a cottage living room, each 
engrossed with his own diversion. The boy on 
ihe left shares the teenage passion for transistor 
radios; the one on the right has something to 
ponder. Children lead active, constructive lives, 


individually geared to their potentials and capac 
ities. 
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A little girl whispers in the ear of Seymour Rigrodsky, 
Ph.D., head of the school’s speech and hearing depart- 
ment during one of the therapy sessions. She wanted 
him to play a favorite record; he obliged. Also shown 
with the children is Frances Prunty, therapist. The de- 
partment, started in 1948, has become a_ recognized 
leader in the field. — 


served for eight years in the department of medical 
genetics of the New York State Psychiatric Institute, 
and is research associate in psychiatry at Columbia 
University. He is assisted by three psychologists, Dr. 
Ivan Holowinsky, Peter J. Finley, and Mrs. Lottie 
Mitchell. 

The department does diagnostic testing in the 
areas of intelligence and personality and conducts a 
psychotherapy program in conjunction with the psy- 
chiatrist. Constant attention is paid to achieving a 
maximum degree of integration of psychological data 
within the total school program. 

“Many of these children come to us with psychologi- 
cal scarring,’ noted Dr. Baroff, “created by chronic 
experiences of failure. Unfortunately, mental retarda- 
tion does not preclude the simultaneous presence of 
other serious psychopathology.” 

Dorothy Baker, M.D., a graduate of Women’s Medi- 
cal College in Philadelphia, and a staff member of 
the Child Study Center, Philadelphia, is staff psychia- 
trist at The Training School. 

Certain children are sent to Dr. Baker for evalua- 
tion, usually because they display psychotic symptoms 
or other serious behavior disorders. She spends an 
hour talking to and observing the child to decide 
on the course of treatment. Psychotherapy is recom- 
mended for those who it is believed will benefit from 
it; regular psychotherapy (talking) for some, play 
therapy for others. Some can’t benefit because of 
their inability to relate, but the behavior of some can 
be modified by drugs. 

About 150 of the children are on medication pre- 
scribed by the drug clinic. Dr. Baker sees the young- 
sters, a few at a time, each week, and also receives 
Teports from the cottages. If a report is not good, 
the drugs are changed. Some antidepressants are 
being used, but it is too early for an accurate evalua- 
tion of their effectiveness. 


ee consultants in the Philadelphia-Baltimore area are utilized by 
schoo} 
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“The drug clinic is not, of course, an attempt at 
cure,” said Dr. Baker, “since we have no cure. Our 
goal here is to make the child adaptable and as com- 
fortable as he can be. We try to decrease the dosage, 
and take the children off medication as soon as feasi- 
ble. We definitely know that brain damage requires 
greater amounts of medication; otherwise there is no 
great difference in the use of drugs between retarded 
and normal children.” 

At one time, The Training School had its own hos- 
pital, complete with an operating room, but it is cur- 
rently serviced by its infirmary. It is using the local 
hospital for major illnesses. There is daily morning 
sick call, when children are seen by the attending 
physician, who is on call 24 hours a day. Foot spe- 
cialists have a weekly clinic; the dental clinic is open 
once a week during the school term, and twice a week 
in the summer.* There are wards of 12 beds each 
for boys and girls, for postoperative patients who go 
elsewhere for surgery, and for the isolation of con- 
tagious diseases. There was a run of mumps recently 
in a tots’ cottage before isolation could be effective, 
so the cottage itself became the control center. 

There are registered nurses on duty around the 
clock, plus a licensed practical nurse on the evening 
shift. Unmarried nursing personnel live in the hos- 
pital. 

A Grass eight-channel electroencephalograph unit 
is used at the infirmary for residential and outpatient 
examinations. 

Complete remodeling of the infirmary is on the 
agenda, with smaller areas—probably four-bed units— 
to be employed. Though plans are very preliminary 
at this point, the school is considering going to a 
full hospital again, with one wing devoted to diagnos- 
tic procedures, another to psychiatric. If accredited, 
it would make the children eligible for Blue Cross 
coverage; more important, it would avoid the emo- 
tional upset of regular hospitalization, and attract 
more research personnel and grants. 
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According to Jean Zimmerman, R.N., supervisor 
of nurses, the children usually show less reaction to 
pain than do normal children, though some are equal- 
ly sensitive to the slightest as well as the most severe 
pain. According to the dentist, children with tooth 
trouble serious enough to cause intense pain, ex- 
press none. 

Johs. Clausen, Ph.D., a native of Oslo, Norway, 
and head of all research at The Training School, is 
currently in the fifth and final year of an intensive 
project to learn how and why mentally retarded chil- 
dren differ between themselves. 

“Something went wrong,” said Dr. Clausen, “either 
from heredity, injury, or privation. Retardation is the 
end result of many cases, not just a category of chil- 
dren. We believe some differences in brain function 
exist, but these are not easy to discover. We know 
these children differ; we are trying to supply the 
answers as to how they differ. 

“To do so, we must first subject the individual to 
a great variety of technics and procedures to try to 
find how he differs from the other children. Then 
we can define sub-groups, which are easier for re- 
search to work with, and then channel the informa- 
tion to educators who may develop training programs 
from the findings. 

“One way of learning these differences is through 
our ability structure project. An extensive test battery 
has been set up to measure basic functions necessary 
for intelligent behavior, basic motor abilities, and 
to set up a hierarchy of tests to measure these things 
in pure and in integrated form.” 

There are 34 tests in the ability structure project, 
requiring eight to 10 hours to complete, and resulting 
in about 100 test scores. Three hundred retarded 
children and 100 normal children are being used as 
samples. Dr. Clausen is staying clear of personality 
tests “because we are less confident of objectivity in 
such tests, and also because we have to stop some- 
where.” 

In addition to the test material, the department 
has information regarding family and medical histor- 
ies, and results of EEG and neurological examina- 
tions. All the data are currently being prepared for 
computer analysis, and all are examined to screen 
out tests not considered trustworthy—i.e., cases in 
which children became confused or did not under- 
stand the questions. When the data have been proc- 
essed and digested, the test battery will be streamlined 
and new tests started. 


“It is our objective,” said Dr. Clausen, “to have a 
continuing flow of information, to get closer to neu- 
rological studies, and to find the most economical 
ways of tapping functions which seem to differ among 
the children. 

“One step in this direction is to reestablish bio- 
chemistry in our program. In December, a biochemi- 
cal laboratory was awarded The Training School by 
the Pfeiffer Research Foundation of New York.” 

“There are so many different professional and lay 
talents here at The Training School,” said Dr. Jacob. 
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Johs. Clausen, Ph.D., head of all research at The Training School, 
points to the Ataxometer, a device which he developed to measure 
body sway. The ‘patient’ is James Eadline, the school’s public rela. 
tions officer. The device gives the total count of the amount of for. 
ward, backward and sideward sway in periods of one minute. 


Dr. Clausen demonstrates how a stereognosis is done. The child puts 
his hand through a curtain and receives a block, which he cannot 
see. He is asked to point (speech is avoided) to its duplicate among 
the usual objects, in order to determine his ability to form images 
on the basis of cutaneous response only. 


“Some are poles apart in temperament, highly speci 
alized knowledge and approach, yet all are seeking to 
communicate with the children and with each other. 
The doctor listening to the child’s heart through a 
stethoscope, the cottage parent listening to it through 
his words, the psychiatrist through his actions, each is 
learning something more about the secrets of mental 
retardation. Research and progress are, basically, com 
munication. Whatever we give the children in usable 
form, they have first given us in confused form. 
And so we listen with every mental faculty, every 
nerve fiber and every recess of the heart so that the 
exchange may be more understanding and more Te 
warding.” 
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DEPARTMENT 


Conquest of Labor Pains Exacts 
Toll in Depressed Babies; Resuscitation 
Must be Safe, Swift and Simple 


By 
L. Stanley James, M.B.* 
Attempts to relieve the pain of childbirth have been with it dangers for both mother and child — most 
made from the earliest times. The ancient Egyptians especially the child. Some of these were recognized 
advocated rubbing the abdomen with beer and oil of within a few years; others are still being disputed 
saffron, or vinegar and marble dust, or the skin was today. : 
intricately tattooed to frighten away the powerful Snow himself, in his book, On Chloroform and 
demons responsible for more fearful pain. Herbs with Other Anesthetics, clearly shows that chloroform is a 
hypnotic or analgesic properties, such as henbane, more toxic and potent agent than ether. A provocative 
juice of the poppy, hemp and mandragora, were also paper read in London in 1872, by Joy Jefferies, of 
known, and were probably in use before 2,000 B.C. Boston, led to the gradual substitution of ether for 

In the Middle Ages, with the growing belief that chloroform in Great Britain; another American, 
pain was a divine punishment, little was done to Horatio Wood, was responsible for bringing about a 
relieve the suffering of women in labor. Actually, it general revival of ether in Germany in 1890. Said Dr. 
was more the fear of death itself than pain that was Wood, “I think it can be asserted that the probable 
the ultimate inheritance of women, and for good ratio of deaths from chloroform is four or five times 
reason. As late as 1830, figures in clinics in Paris that of deaths from ether.” ar 
show that one in three mothers died during delivery. Despite this knowledge, the widespread use of i 
So it was natural that women desired reassurance and chloroform in obstetrics was continued well into the 
alleviation, and that anesthesia remained the dream of twentieth century because of its ease of administration 
mankind. and rapid action. 

In 1846, ether publicly administered by William Twilight sleep (morphine and scopolamine) was 
Morton, M.D., was used successfully for surgery in tried in 1902, and shortly became accepted as relatively 
Boston, and a year later Sir James Simpson, of Edin- safe for mothers, though it produced many severely . 
burgh, reported the use of chloroform in 30 painless depressed infants. The proceedings of the Royal 
deliveries. This advance was strenuously opposed by Society of Medicine (1917) describes apnea, or white fe 
the Church in Scotland, and it wasn’t until John asphyxia, in 16 of 19 liveborn infants, respirations : 
Snow, M.D., administered chloroform to Queen Vic- being delayed for 10 to 20 minutes, and although it ; 
toria for the birth of her eighth child that the anes- was noted that “the view that morphine as the cause 
thetic victory was won. of delayed respiration in the child is slightly supported 

It was not an unqualified victory, for it brought by the results of these cases” the concluding remarks 

of the president firmly warned of the dangers to the 
"Dr. James (M.B., New Zealand) is assistant professor, department of baby. ls ‘ = 
of Physicians end Columbia University, “When twilight sleep was first introduced,” he 
Gore: 1 he author and the editors of Hospital Topics are indebted to said, “I used it in a certain number of my private 
material tm this cases, but I soon abandoned the method and do not 
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intend to use it... it tends to produce uterine iner- 
tia... increasing morbidity rate. This fact has been 
proved beyond any question by various observers, 
and in itself is a condemnation... ’ 

Barbiturates in labor were reported in 1924, and 
were used in combination with various other drugs in 
the years immediately following. Increasing doses of 
medication were employed as the goal of complete 
pain relief or amnesia seemed within reach, and a 
whole era of doctors grew up taking it for granted 
that it was normal for a baby to fail to breathe for 
several minutes after delivery. Some even believed 
that if the infant did not breathe spontaneously, the 
brain was damaged, and no effect should be made 
to help him. This idea was being stated in print as 
late as 1952, without any critical thought relating the 
depressing effect of medication on the respiratory 
center. 

When resuscitation methods were used, they were 
often crude, having little regard for the physiology of 
lung expansion. Excessive back-slapping, swinging or 
jack-knifing frequently resulted in injury to the 
baby. This finally led to a pendulum swing in the 
other direction, and it became standard procedure to 
do little or nothing. 

However, through this period of change and subse- 
quent drift to the status quo, there remained a hard 
core of cautious and astute observers who maintained 
that heavy medication was associated with prolonged 
labor and more stillbirths. The use of Pantopon, mor- 
phine or any of its derivatives in labor was con- 
demned since it prolonged labor in primiparae, 
increased operative interference and blood loss, and 
delayed the onset of respiration in 67 percent of the 
cases. Barbiturates produced a delayed onset in res- 
piration in 35 percent of cases, while in a control 
series (no medication), the incidence of apnea was 
only 1.9 percent. 

The regional approach to the control of pain was 
first employed in 1909 by W. von Stoeckel, M.D., but 
it was not until 1933, when J. G. P. Cleland, M.D., 
first identified the pathway of uterine pain that this 
method achieved any prominence. In the last 15 years, 
caudal anesthesia has gained widespread popularity. 

Grantley Dick Read, M.D., presented his ideas on 
natural childbirth early in 1933. Although his method 
has been much criticized, more by the medical pro- 
fession than by the public, and does seem to require 
a special type of practitioner — and _ possibly even a 
special type of patient — his is nevertheless a great 
contribution. He was the first person to point out 
that labor pains were not necessarily painful, suggest- 
ing that the pain was largely the result of fear and a 
tense “strung-up” body. 

Read has stressed that labor is a natural process. 
The method has served an important function in 
making many obstetricians more conscious of the need 
to secure the full cooperation of their patients and the 
value of education in this respect. He has paved the 
way for smaller doses of medication. N. J. Eastman, 
M.D., has aptly said, “The proper psychologic man- 
agement of the patient throughout antepartal care and 


labor is an indispensable basic sedative.” And it might 
be added — medication is not a satisfactory substitute. 

Some authorities say that when twilight sleep js 
used, 10 minutes is a safe and acceptable period to pass 
before the baby breathes. It is very strange that there 
was not more concentrated energy to associ:te heavy 
medication with lack of breathing. Even now, many 
physicians are unwilling to admit the association 
because some babies do perfectly well, and the ten. 
dency is to remember the successes rather than the 
failures. The apparent lack of correlation between 
dose of a particular drug and the response of the 
infant appears to be due to the additive effect of the 
biochemical changes occurring during asphyxia, and 
the actual trauma of delivery. If labor and delivery 
are easy, and asphyxia minimal, a heavily medicated 
infant may appear vigorous. On the other hand, when 
the biochemical changes of asphyxia are more severe, 
even a small dose of medication may profoundly de. 
press the baby. 

The transition from a_ parasitic existence in the 
mother’s uterus to a do-it-yourself operation at birth 
is probably the greatest stress the human body ever 
undergoes. Not only do we want the baby to be born, 
we want him io be born well. 

In our efforts toward achieving optimal conditions 
for the baby to take over his body functions at birth, 
we established an investigating team} here at the 
Columbia-Presbyterian Medical Center, which in the 
last five years has conducted extensive examination 
of the adjustment of newborn babies to life outside 
the uterus. 

At birth, the level of oxygen in the baby’s blood is 
low, since during the delivery process transmission of 
oxygen from the mother to her baby is interrupted. 
This absence of oxygen is probably the major stimulus 
to initiate the baby’s first breath. 

With his first cries, the lungs expand almost com- 
pletely, serving the dual purpose of providing an area 
available for the exchange of oxygen in his body and 
initiating the changes from fetal to adult type ol 
circulation. He must also get rid of carbon dioxide, 
another function which heretofore his body has de- 
pended primarily on the placenta to perform for him. 

A standard method of evaluation, while it does have 
limitations, forms a basis whereby drug dose response 
or clinical material from different centers can be 
compared. Several methods are currently in use. We 
use the Apgar score, developed and introduced in 
1953 by Virginia Apgar, M.D., then of the medical 
center. It should be stressed that none, however, 15 4 
substitute for a careful physical examination, and 
recording the changing status of the infant as he 
recovers or deteriorates. 

In retrospective studies of infants who have subse- 
quently revealed signs of mental retardation of 
cerebral palsy, a great deficiency has been lack of 
worthwhile clinical information for the first few 
minutes or hours of life. A scoring system partly 
remedies the deficiency, but it is no substitute. Because 


+Dr. James is bead of the investigating team. 
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Dr. L. Stanley James, author of this article, resuscitates a newborn 
infant. Resuscitation by the mouth-to-mouth technic is extremely old, 
the procedure of putting the mouth over the mouth and nose of the 


the clinical status of the infant may rapidly change 
for better or worse, the method of evaluation should 
be simple, taking into account readily observable 
signs, and should be related to time. 

Determining the presence or absence of breathing, 
or breathing and crying time, is the simplest method 
to use. This allows little room for errors of judgment, 
but neglects other important vital signs, and the 
infant who gasps once or twice as soon as he is de- 
livered, and subsequently makes no effort, will be 
incorrectly evaluated. 

The Apgar scoring system takes into account heart 
rate, respiration, tone, reflex response and color. A 
score of two for each sign is given if all these signs 
are good — heart rate over 100, vigorous crying or 
thythmical respiration, full muscle tone, prompt 
response to stimulation, and the body entirely pink — 
a total of 10. A score of one each is given for heart 
rate less than 100, occasional respirations, diminished 
tone, poor reflex response, and cyanosis of extremities. 
A score of zero is given if all signs are absent. All the 
signs are not of equal value, nor are they mutually 
independent. 

With little experience, the obstetrician, pediatrician, 
or anesthesiologist can learn to make a rapid mental 
record of the five signs. Color and respiration can be 
observed; tone can be felt; reflex response to a slap 
on the sole of the foot is part of the initial resusciation. 
Vigorous infants, with scores of seven to 10, cry with- 
a minute of birth. Mildly depressed babies are in 
the four, five or six-point group, and severely de- 


infant and blowing being mentioned in the Book of Kings. The modern, 
aseptic method eliminates personal physical contact by means of a de- 
vice, but the principle remains as simple as it was in biblical days. 


pressed infants score three or less. 

As our studies progressed, it became clear that even 
small doses of medication administered to the mother 
during labor were acting to some degree as a depress- 
ant to the baby. The team sought a method of ex- 
amining newborn infants whose mothers had not 
received medication. Frank Moya, M.D., assistant 
attending anesthesiologist at the medical center, joined 
our group in 1958 and provided such a method, in 
hypnosis. 

After interviewing about 100 prospective mothers 
in the clinic who expressed interest in hypnosis or 
natural childbirth, Dr. Moya tested each to determine 
her ability to enter deeply into a hypnotic state. It 
was explained to them that hypnosis does not render 
a person unconscious, cause a surrender of the will, 
or weaken the mind. Nor is it true that some people 
have too strong a will to be hypnotized; that they 
reveal secrets under hypnosis, do things contrary to 
their convictions, fail to awaken, or develop extreme 
dependency on the operator. 

About 20 of those interviewed were capable of 
achieving a sufficient degree of anesthesia through 
hypnosis to enable them to undergo delivery without 
medication, and were able to observe the birth of 
their babies. They were also able to remember the 
birth after the hypnosis had worn off. If, during de- 
livery, the hypnosis began to wear off, the patient 
merely so indicated to Dr. Moya, and was induced 
to a deeper state. 

In every instance, the babies whose mothers had 
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received no medication were in a better condition at 
birth. Vigorous cries began even before the delivery 
was completed. 

We still know very little about the newborn’s 
physiological adjustment to life outside the uterus, 
partly because the baby, at birth, has been tradition- 
ally somewhat between the areas of obstetrics and 
pediatrics. The obstetrician, while concerned with the 
baby, is devoting a good deal of attention to the 
mother. The pediatrician is normally not present 
during delivery, and thus does not have occasion to 
study the baby at birth. All of the physician's pre- 
natal care and instruction is aimed at his getting a 
nice, healthy baby. It is odd that at the crucial time 
of delivery, there is frequently no additional help 
should mother and baby both be in trouble at the 
same time. He should have at least two persons 
trained to deal with emergencies. 

If the baby does not start breathing within two 
minutes after birth, resuscitation procedures are in- 
stituted promptly. Although a brief period of as- 
phyxia may not be harmful, proof that it is safe is 
lacking. and we have no desire to test the statement 
of some doctors that 10 minutes is a safe period. 

Late in 1953, the Special Committee on Infant 
Mortality of the New York Medical Society under- 
took a full-scale investigation of the relatively high 
perinatal death rate, and found that many _ babies 
could have been saved by prompt resuscitation. When 
its investigation was completed, the committee pro- 
duced a set of procedures the clinician may follow to 
prevent death or the late effects of asphyxia. 

The author served as medical director for a motion 
picture, Resuscitation of the Newborn, produced last 
year under the auspices of the committee. This proj- 
ect was sponsored by the medical education service of 
Smith, Kline and French Laboratories. 

The resuscitation method we use, shown in the 
film, is simple, and safe in the hands of a trained 
operator. Immediately after delivery, the baby is held 
head down while the cord is clamped and cut. The 
infant is then placed supine on a table. The head is 


Drs. Eric D. Burnard, Richard Rowe, 
Frank Moya and L. Stanley James, yy 
a team approach to study a newborn 
infant’s adjustment to life. The Apgor 
system of scoring, which takes into 
account heart rate, respiration, tone, 
reflex response and color, is used, 4 
score of two each is given if heor 
rate is over 100, crying is vigorous, 
respiration rhythmic, there jis {yi 
muscle tone, prompt response to stimy. 
lation, and the entire body is pink. 


kept low with a slight lateral tilt. A nurse or attend. 
ant listens to the heart beat immediately, indicating 
the rate by finger movement. During this first minute 
the baby is being clinically evaluated by the Apgar 
score. 

If resuscitation measures have produced no response 
by one-and-one-half minutes after delivery, the pro- 
gressing asphyxia usually leads to diminished mus 
cular tone and a fall in the heart rate. A small, plastic 
oropharyngeal airway should then be inserted into 
the mouth. Oxygen is then applied under pressure 
of 16 to 20 cm. of water for one to two seconds. Al- 
though this pressure is insufficient to expand the 
alveoli, it can force oxygen down the trachea to the 
respiratory bronchioles. Here sensitive stretch recep- 
tors are affected. This stimulus is added to that of 
the chemoreceptors, and initiates a gasp in about-85 
percent of cases. 

However, if the heart rate continues to fall and the 
infant becomes completely flaccid, resulting in a score 
of four or less, the larynx should be visualized with 
the laryngoscope. This is not a difficult procedure, but 
skill should be obtained by practice on the stillborn. 

For this procedure, the infant should be lying 
supine on a flat surface. A folded towel under the 
head and a slight extension of the neck will place the 
baby in a position which resembles a sniffing posture. 
The head should be held steady with the right hand 
and kept in line with the body. With the laryngoscope 
held in the left hand, the blade is introduced at the 
right corner of the mouth and advanced _ between 
tongue and palate for about two cm. As it is advanced, 
the blade is swung to the midline. This moves the 
tongue to the left of the blade. The operator looks 
along the blade for the rim of the epiglottis. The 
laryngoscope is gently advanced into the space be 
tween the base of the tongue and the epiglottis. Slight 
elevation of the tip of the blade will expose the 
glottis as a vertical dark slit bordered posteriorly by 
pink arytenoid cartilages. 

If foreign matter, such as small blood clots, mec 
nium-stained mucus or vernix, obstructs the view, 
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quick, brief suction is indicated. When the glottis is 
gen to be patent, a curved endotracheal tube is in- 
yoduced at the right corner of the mouth and in- 
grted through the cords until the flange of the tube 
ests at the glottis. Care must be taken not to intubate 
ihe esophagus instead of the glottis. 

If the stimuli from these procedures have not initia- 
d a spontaneous gasp, positive pressure should be 
applied to the endotracheal tube. Brief puffs of air 
blown through the tube with enough force to cause 
the lower chest to rise gently will usually start spon- 
neous respiration. If the stomach rises, however, the 
esophagus has been intubated instead of the trachea, 
and the position of the tube must be corrected. 

Experience in obtaining pressure between 25 and 
cm. of water should be gained by puffing into a 
pring manometer, which has a dial to indicate 
pressure. It is not difficult to learn to apply pressure 
very briefly — one can feel the response from the 
lungs, and can usually feel any obstruction. 

If the endotracheal tube is fitted with appropri- 
ately-sized adaptors, it can be connected to a rubber 
bag of oxygen or oxygen-enriched air, or to one of the 
mechanical devices for applying positive pressure. 
The shortest, lowest pressure which is effective should 
always be used. Pressure as high as 80 to 100 can be 
wed, but if prolonged, will cause rupture. 

Severely depressed infants usually require three to 
eight minutes of artificial ventilation before a spon- 
taneous gasp is taken. Rarely, 25 or 30 minutes of 
assisted ventilation may be necessary. 

As soon as the baby is out of danger, all possible 
factors which may have led to respiratory failure 
should be carefully investigated to help increase the 
eflectiveness of subsequent nursery care. Congenital 
malformations or other special cases may require ad- 
ditional procedures, but the initial, basic care is the 
same for all babies. 

Resuscitation is not difficult, but the person giving 
itmust be trained. The resuscitation team could very 
well consist of nurses, provided they have had such 
training. Ihe technic is comparable to driving a car; 
the learner is all right on a side road, but often be- 
comes confused and inefficient on a busy highway. 
We train our staff on newly dead babies. But, it 
should be emphasized, going through the motions on 
a baby in whom the spark of life is irrevocably gone, 
and working on a baby with a chance to live are two 
diferent things. In the latter situation, emotional 
tension is almost inevitable, and the usually cool, 
competent person becomes all hands and feet. 

In the small hospital, not enough opportunity to 
learn is available. The general practitioner and the 
hurse are left out, yet they are enormously important. 
Someone with clinical acumen will somehow get the 
experience, but I wish the opportunity could be more 
largely given. I believe the best advice that can be 
given to anyone preparing a setup for resuscitation is 
lo keep it simple. If you have five levers to pull, 


you have four chances of pulling the wrong one 
under stress. 
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[The following items are abstracted from papers de- 
livered at a recent meeting of the American Academy 
of Pediatrics.] 


Hazards of Antibiotic Therapy 

in the Newborn and Premature 

Use of surface area or body weight as a basis for 
estimation of the dosage of drugs to be administered 
to infants may lead to erroneous conclusions. As 
additional information is gathered it is becoming 
more apparent that there are certain enzymes neces- 
sary for the conjugation of drugs which are relatively 
inactive in the liver and kidney of the very young 
animal. If these data are true, then it becomes im- 
perative that administration of drugs be governed 
by some consideration of neonatal physiology. 

It has been shown that formation of glucuronides 
end sulfates is effectively diminished in the infant. 
There are no doubt many other reactions and areas 
to be considered such as the general physiologic as- 
pects of gastrointestinal, respiratory, and renal func- 
tion. In order to arrive at a modus operandi for 
administration of agents to young infants it is quite 
apparent that a great deal of further investigation 
is necessary. Each biochemical mechanism for the 
handling of a particular drug would have to be 
studied separately with the infant. This approach has 
now become quite useful for the administration of 
penicillin and the barbiturates. Considerations of 
this kind would initiate an entire new field of investi- 
gation.—Norman Kretchmer, M.D., professor and 
executive head, department of pediatrics, Stanford 
(Calif.) University School of Medicine. 


Choice of Antibiotic 

Requires Clinical Acumen 

In 1940, the choice of an antibacterial drug was sim- 
ple, since only sulfonamides were available. In 1942, 
penicillin was introduced. Today, more than 15 drugs 
are available. Choosing which one to use on a given 
patient requires superior clinical acumen combined 
with a knowledge of the virtues, limitations and haz- 
ards of the various antimicrebial agents. 

Consideration of these factors will help guide in 
the selection: clinical impression of the etiology; iden- 
tification of the causative agent; nature of the infec- 
tion; host factors; epidemiologic factors; potential tox- 
icity of the drug; preference of the doctor; and cost. 

The new penicillin preparation (BRL 1241 or 2, 
6—dimethoxy, benzamido penicillinate monohydrate) 
has the following interesting properties: It is resistant 
to staphylococcal penicillinase, and has been effective 
in vitro against all pathogenic “penicillin resistant” 
staphylococci tested thus far. It is unstable in acid 
medium, hence must be given either by vein or intra- 
muscularly. It is rapidly absorbed and rapidly ex- 
creted, so must be given at intervals of every two or 
three hours. Its toxicity is similar to penicillin G. It 
is less active than penicillin G or V against hemolytic 
streptococci and penicillin sensitive staph (at least 20 
or 30 times less active). 

(Continued on next page) 
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The five most important reasons for the failure of 
antibiotics are wrong diagnosis; inaccessibility of 
chronic infection; superinfection; resistant microor- 
ganisms; and insufficient treatment. 

The indiscriminate and careless use of antibiotics 
will inevitably produce unnecessary disease, and even 
death.—Saul Krugman, M.D., chairman, department 
of pediatrics, New York University College of Medi- 
cine, N.Y. 


latrogenic Disease May Be 
Induced by Drugs, Autosuggestion 
Iatrogenic disease in children is not surprising, 
considering the widespread use of pharmaceuticals. 
Dosages must be individualized, not modified from 
some adult formula. One of the commonest forms of 
illness of this type is acetyl salicylic acid poisoning. 
An adult dose is as much as | gr. per pound of body 
weight per day. Such doses in small children can 
prove fatal. One gr. per year of age, not exceeding 
five doses in 24 hours should be the maximum. 

Because of their ability to control infections, anti- 
biotics are often used indiscriminately, particularly 
over prolonged periods as prophylactics. Aside from 
the acute allergic manifestations, prolonged usage 
may bring on such hypersensitivity reactions as poly- 
arteritis nodosa. Chloramphenicol in prolonged usage 
may give rise to leukopenia. 

Tetracyclines and chloramphenicol are apt to alter 
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or destroy the normal bacterial flora in the intestinal 
tract, leading to complete replacement by resistan, 
staphylococci and subsequent death due to septicemia 

Death from a multitude of causes has been ascribed 
to prolonged use of steroids, even in moderate dos 
ages. In children, a most important consideration 
is the steroids’ ability to inhibit growth and caus 
severe osteoporosis. 

Blood transfusions are still another source of pos. 
sible iatrogenic disease. Dangers of overloading the 
circulation, dangers of incompatibility and sensitivity 
cue to Rh and other factors, and possible transmission 
of infection are all important considerations. 

In the psychological field, much chronic invalidism 
may be brought about by the physician who inad. 
vertently instills fears in his patients who have hean 
disease, chronic neurological, or other disorders. 

Even certain diagnostic procedures are dangerous 
in some situations. A lumbar puncture performed in 
a person suffering from increased intercranial pressure 
may bring about death by corning of the medulla 
So apparently simple a procedure as an enema has 
caused death in infants with Hirschprung’s disease, 
either by water intoxication due to repeated lavage, 
or to perforation of a stercal ulcer.—A. Lawrence 
Chute, M.D., professor of pediatrics, University of 
Toronto; chief of pediatrics, Hospital for Sick Chil 
dren, Toronto. 


Improvements Leading to Renewal 

of Interest in the Sulfonamides 

In 1936, enthusiasm for the sulfonamides for bacterial 
infection was high, with childhood diseases being 
managed more effectively, and often with dramatic 
improvement. In the next 10 years, more toxicity was 
shown in its use. Penicillin proved less toxic, and 
the new drug was welcome. Currently, because of im 
provements in the sulfonamides, we have a renewed 
interest in their use. 

The sulfas are not the choice for the seriously ill 
patient, being used primarily in office practice or out 
patient clinics. There is no clear evidence of the supe- 
riority of one sulfonamide over another, but in any 
case, treatment of severe infection with sulfa alone is 
rarely justified. 

Disc sensitivities in vitro are often misleading be 
cause sulfa inhibitors are usual in lab media, and 
because of poor diffusion of sulfa compounds in cul- 
tures. Clinical conditions are often due to sulfa-sen 
sitive organisms. 

Advantages of the new sulfas are low toxicity: ease 
of handling; ease of measuring blood levels; they are 
absorbed in free form; diffuse well into joint, pleural 
and ascitic fluids; diffuse slowly into normal CSF, 
better through inflamed meninges; conjugated by 
liver, excreted by kidneys in active and inactive form. 

The sulfonamides should not be used in the new 
born or premature baby; in hemolytic anemia o 
billirubin; in known sensitivity; marked renal insut 
ficiency or oliguria; for topical use.—C. William Dae 
schner, Jr., M.D., chairman, department of pediatric, 
University of Texas Medical Branch, Galveston. 
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sYNTHESIS— 
(Continued from page 54) 


opportunity for any sort of meaningful group problem 
solving or discussion. 

In order to establish coordination with respect to 
care of patients, schedules and routines are estab- 
shed and rigidly adhered to. Patients may be sched- 
uled for x-ray, lab, or physiotherapy ‘treatments or 
exams in consecutive time order. A whole day’s sched- 
ule will be shattered if the x-ray procedures require 
3) minutes instead of the 10 planned for. 

In coordinating the professional activity of prac- 
titioners within the hospital, administration usually 
must act with careful diplomacy and through the es- 
tablished medical staff organization. This body, which 
is self-appointing and self-disciplining (through rec- 
ommendations to the board), may tend to conceive 
of its role as something different from that of the 
hospital in general, since each doctor is concerned 
primarily with his own private-patient practice. The 
administration and medical staff leaders will often 
mutually discuss common problems of coordination. 
Action will be finally “recommended” by the staff to 
the board. 


Coordination with respect to the hospital’s broad 
goals of planning and fulfillment of purpose is highly 
significant. Other health facilities — public health de- 
partments, nursing homes, medical office buiidings — 
are being planned along with hospital facilities. Con- 
cern that outlying areas have hospital beds available 
and that a communication line of referral and edu- 
cation be established with a medical teaching center 
isa part of the hoped for over-all coordination. It is 
the role of district, state, and national hospital com- 
missions to coordinate the efforts of all hospitals and 
help to provide universally better and more effective 
service. Common sense and economic efficiency in the 
use of capital and operating funds demand _ this. 
There are, however, many instances where the “ideal” 
in well planned and coordinated hospital and health 
facilities is not realized. Sometimes, even the very 
best experts in the field of hospital planning have 
failed to convince community groups of the value of 
including common sense and economic reason with 
their plans. Tradition, prestige, and the symbolic 
community pride in the hospital are many times the 
stumbling blocks to effective external coordination. 


In summary of this final point of explanation of 
the hospital organization, I would say that without 
coordination the activities within the hospital would 
be meaningless functions separated by themselves 
from any worthwhile goal. It is only through efforts 
to achieve coordination that many varied occupations 
are brought to focus in caring for the patient. The 
necessary and complimentary roles of education and 
research that must be a part of every hospital also 
inter-relate and eventually contribute to patient care. 
Outside the organization itself, coordination with all 
other hospitals and related health activities is the 

(Continued on next page) 
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unifying influence which attempts to achieve th 
highest quality service and make it available to qj) 
who need it, when they need it. 


CONCLUSION 

| have have presented what I feel are the important 
characteristics of the hospital organization. Certain) 
none of the four qualities has been exhaustive) 
studied in this broad over-all view; much more y¢ 
mains to be learned and explained in detail befor 
there can be a depth of understanding and awarenes 
of the human problems of this social institution, 

It is true that other industries or institutions 
possess equally significant qualities of change, com. 
plexity, conflict, or coordination. These broad attri. 
butes, however, are in no other organization to a 
great an extent, and with as great an impact, a 
in the hospital. The hospital organization is a syn. 
thesis of all four of these concepts. It achieves. its 
ultimate purpose and meaning as an intermixture oj 
them. The presence of the first three — change, com 
plexity, and conflict — tends to cause and promote all 
apparent and inherent problems of this organization, 
The absence of the fourth — coordination — both jn. 
ternally and externally creates its own problems and 
blocks resolution of the ones stimulated by the 
initial three. 

The fact that there is much more to be learned 
about the hospital as an organizational  structur 
leads to my conclusion that further specific study and 
research in the area of behavioral science as applied 
to the hospital is necessary. Work to discover positive 
ly what the human problems are in the hospital 
structure, why they are present, and how they may 
be attacked by hospital managers, is of utmost im- 
portance. The very existence of both our voluntary 
hospital system and basic philosophy of medical care 
may very well be in danger if the leaders of today’s 
hospitals are incapable of coping with their organiza- 
tional problems and providing leadership responsive 
to the needs of society. Competent research is needed 
that will make clear those concepts of individual and 
group behavior applicable to hospitals. The leaders 
of this industry must be educated to understand, in 
terpret, and use the values of human research to 
assist themselves in carrying out their responsibilities. 
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[The following abstracts were presented at the recent 
meeting of the American Heart Association.] 


Deaths from Coronary Disease 

Found Highest in Sedentary Jobs 

Results in our studies support the concept that less 
coronary heart disease exists among men_ holding 
jobs requiring moderate or heavy physical labor. 

Records of approximately 43,000. clerks, 31,000 
vadmen, and 24,000 section men, all in the railroad 
industry, were reviewed. Clerks, switchmen, and sec- 
tion men were chosen as examples of occupations 
requiring physical activity classed as light, moderate, 
and heavy, respectively. All the men had held their 
jobs for at least 10 years. 

Age-adjusted death rates for arteriosclerotic heart 
disease in the age group 40 to 64 during 1955-56 were 
found to be 5.76 per thousand for clerks, 3.87 per 
thousand for switchmen, and 2.79 per thousand for 
section men. As percentage of total deaths, these 
rates were 48.8 for clerks, 37.9 for switchmen and 
36.7 for section men.—Henry L. Taylor, M.D., Min- 
neapolis; Ernest Klepetar, St. Paul; Ancl Keys, Min- 
neapolis; Wallis Parlin, St. Paul; Henry Blackburn, 
Thomas C. Puchner, Minneapolis. 


Smoking Results in 

Tougher Blood Clots 

The thrombelastograph is an appartus which measures 
the elastic changes of a thrombus during the whole 
coagulation process. It determines graphically the 
me at which a clot starts to form, the rate at which 
it forms, and its continued tensile strength and 
elasticity, 

Thrombelastograms were recorded on ten normal 
fasting subjects, five men and five women ranging 
irom 21 to 44 years of age, before and after smoking 
one standard-length nonfiltered cigarette of high nico- 
une content. Results show that tobacco smoking 
does not influence the time at which a clot starts 
'o form, but does increase the tensile strength and 
the rate of formation of clots.—Orville Horwitz, M.D., 
and Donald §. Waldorf, Philadelphia. 
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ITH the increasing use of technicians in the 
operating room, there is increasing concern 
among operating-room nurses about the invasion 
of their domain and its possible effect on the quality 
of patient care. Many argue that a_ technician, 
trained principally in the mechanical aspects of the 
job of the scrub nurse, cannot provide as intelligent 
assistance to the surgeon as the registered profes- 
sional nurse, with her far greater knowledge of 
anatomy and all the factors involved in patient care. 
Furthermore, many O.R. nurses express disagree- 
ment with the statement of the Joint Commission 
on Accreditation of Hospitals that it is permissible 


Q. Dr. Babcock, operating-room nurses are very 
much interested in the Joint Commission’s opinion 
of the relative qualifications needed for the job of 
scrub nurse and of circulating nurse. You have 
made the comment — in a talk before the national 
AORN congress last year — that the job of circulat- 
ing nurse requires the exercise of more professional 
judgment than that of the scrub nurse. You have 
also said that some hospitals are using technicians 
as circulating nurses — and that a hospital engaging 
in this practice is not safe. Would you expand on 
these statements? 
A. Prior to World War II, it was more or less a 
requirement of the American College of Surgeons 
that only registered nurses function as scrub nurses 
and as circulating nurses in the operating room. 
With the advent of the war and the shortage olf 
nurses, hospitals, as a matter of expediency, began 
to use practical nurses or trained nurse aides in 
the operating room. Immediately questions were 
asked concerning the ethics, the legality, and many 
other aspects of the use of nonprofessional per- 
sonnel. 
Following the war, the College of Surgeons, and 
later the Joint Commission on Accreditation of 
Q Hospitals, revised their opinion of the necessity for 
only R.N. coverage in the operating room, and 
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Symposium on the O. R. Nurse 


to use technicians as scrub nurses, but that only 
registered nurses should serve as circulating nurses. 

In the first article in this symposium on operat- 
ing-room nursing, HosprraL ‘Topics has asked the 
director of the Joint Commission, Kenneth B. Bab- 
cock, M.D., to explain the commission's reasons 
its opinion. In the second article, O.R. supervisors 
analyze qualifications needed by the scrub nurse and 
circulating nurse, and discuss use of technicians. 

A subject like this is never closed and cannot be 
dealt with adequately in one or two articles. Ad- 
ditional material will appear in our May issue. We 
invite your comments.—THE Eprrors. 


I. The Key Role of the Circulating Nurse 
0 An interview with Kenneth B. Babcock, M.D 


stated that they believe that the job of a scrub 
nurse is that of a technician. It is a mechanical job 
which can be done by someone of less training and 
intelligence than a registered nurse — if the person 
is taught properly. 

With this concept, we have allowed hospitals to 
use trained technicians in the operating room, 
whether they be nurse aides, medical students, or 
practical nurses. When we say that the job of scrub 
nurse is a technical job which does not require 
judgment, we mean that the scrub nurse does not 
have to make decisions affecting patient care. 

The opinion of the American College of Sur- 
geons and of the commissioners of the Joint Com- 
mission concerning the circulating nurse is that 
she will directly supervise the scrub nurse and that, 
if there are decisions to be made, she is in the posi- 
tion to make them. Therefore, she must be a reg- 
istered nurse, and it is her decision as to whether 
technic is faulty, or whether a change should be 
made in the course of the nursing care of the pa- 
tient. She is in charge of that operating room as 
far as nursing care is concerned — of course, sub- 
servient to the surgeon on the case. 

The attorneys general in several states have stated 
that in their opinion it is perfectly proper, if it 
is common usage in hospitals, and the hospitals can 
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prove that the individual acting as scrub nurse has 
had adequate training, to utilize a technician as 
a scrub nurse. 

I'm not a lawyer — and each state should consult 
with its own attorney general — but the laws in the 
different states stipulate that a registered nurse may 
utilize judgment only as far as nursing is concerned. 
In other words, a practical nurse or a nurse aide is 
not allowed the privilege of utilizing judgment in 
the treatment or care of patients, and she always 
must be under the direct supervision of a registered 
nurse. It is for these reasons as enumerated that 
the commissioners of the Joint Commission took 
their stand that a practical nurse or nurse aide may 
serve as a scrub nurse, but a registered nurse must 
serve as circulating nurse. 


Q. Some supervisors have made the point that the 
circulating nurse often has to be in and out of the 
room quite a bit — perhaps on errands for the anes- 
thesiologist or other members of the team. Suppose, 
then, that she is out of the room when a situation 
arises that might require the use of judgment — 
would the scrub nurse be qualified? 

One supervisor told us that the registered nurse 
can make substitutions and think faster than a non- 
professional. She also made the point that scrub 
nurses have helped to teach the residents good tech- 
nic, and that doctors may take criticism from an 
experienced scrub nurse who is an R.N., whereas 
they wouldn't accept it from a technician; and that 
also the technician might not dare to correct a 
break in technic by the doctor, whereas the R.N. 
scrub nurse wouldn’t feel so reluctant to do so. 
A. I don't agree entirely with what you have just 
said. It would be my feeling that if the circulating 
nurse were out of the room at the time judgment 
was required, there would be two avenues of ap- 
proach left for the scrub nurse: one, to ask the 
doctor — who is there and who must be there — 
what to do, or, two, to wait the few seconds or 
minutes until the circulating nurse comes back. 

The need for a split-second decision by a scrub 
nurse does not arise in one out of 10,000 cases. 

With regard to breaks in technic, I believe that if 
a scrub technician observes a break in technic, 
even though she considers herself a lowly techni- 
cian, she is duty- and honor-bound to live up to 
her responsibilities and report it. She cannot refuse 
to notify the surgeon or whoever is in charge, just 
because she feels there might be criticism. The 
patient’s protection comes first, not the status or 
the feelings of the individual. 


Q. Would it then depend possibly on how she was 
instructed as to whether she would be conscientious 
enough — 

A. There is no question in the utilization of nurse 
aides or practical nurses. They must of course be 
responsible individuals with enough integrity to 
know what is right and what is wrong and to say 
so if the time comes. 


Q. I would like to call your attention to the job 
descriptions for the scrub nurse and the circulating 
nurse which appear in the book, “Job Descriptions 
and Organizational Analysis for Hospitals and 
Related Health Services,” published in 1952. Would 
you say that these are somewhat outdated? 

A. Yes. For instance, as a part of the description 
of the work performed by the scrub nurse, there is 
the statement, “Observes patient during surgical 
procedures for complications, such as hemorrhage, 
and furnishes emergency equipment and supplies 
to prevent fatality.” 1 question very much the 
ability of a scrub nurse to observe a patient and 
know whether complications are coming unless 
they are so gross that the surgeon and circulating 
nurse have seen them long before. 


Q. Dr. Babcock, why do you think the job of scrub 
nurse has such a great appeal for the R.N.? Some 
nurses say that they went into operating-room nurs- 
ing because they wanted to scrub, and that when 
you take this duty away from them, you're taking 
away one of the things they enjoy the most. 
A. We have heard the same statement — that many 
love to scrub, and they are very unhappy if they're 
not allowed to do it. There is a certain glamor to 
being the operating nurse, or operating scrub 
nurse. The status of this job is recognized in many 
hospitals that utilize nurse aides, by giving the 
aide in the operating room a little higher salary 
than the average aide on the floors, because she has 
taken extra special training and deserves more pay. 
Movies and other media have more or less drama- 
tized the operating room with all its supposed crises 
and all the rest, and I know of no other reason 
that many nurses like and want operating-room 
work, but that’s up to them. 


Q. Do you think there is anything to the idea that 
the nurse who has this great love for scrubbing 
perhaps wanted to be a surgeon and that standing 
there next to him, sharing with him, is the next 
best thing? A nurse once told us quite frankly that 
the reason she enjoyed scrubbing for neurosurgery 


’ was that it was the next best thing to being a neuro- 


surgeon herself. 

A. I think that idea has much basis in fact. Nurses 
have a very great sense of being part of the picture, 
of helping this patient very dramatically. They 
might have wanted to be surgeons; they want to 
share in the glamor of saving a patient's life in the 
operating room. 


Q. It’s said that a good scrub nurse doesn’t have 
to be told by the surgeon what instrument he needs; 
she has his instruments ready, and he doesn’t even 
have to ask for them. Learning to anticipate the 
needs of the surgeon is part of being an intelligent 
scrub nurse, and of course nurses argue that the 
R.N. is much better qualified to do this than the 
technician is. : 

A. I could disagree with that to the extent that 
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] have seen several hundred, if not thousand, 
nurses’ aides who are just as good scrub nurses as 
some of the very best-R.N.’s. They take pride in 
their work, and they can anticipate the surgeon 
just as well as a registered nurse, and need no 
prodding or calling for instruments. They can an- 
ticipate his every need. Before I came to my present 
position, I was a hospital administrator, and the 
operating-room technicians in my own hospital had 
that reputation. 


Q. One supervisor whom we queried about qualifi- 
cations for circulating nurses listed ability to move 
patients as an important qualification. She said her 
hospital had used male nurses or male technicians 
as circulators, when they were available, and has 
found them helpful because they are able to move 
the patient. How important is that partciular quali- 
fication? 

A. There is no question that a male might have a 
strong back, but an untrained male could do untold 
harm it he didn’t know how to move a patient from 
the operating table to the stretcher, or vice versa. 
For example, someone with judgment must oversee 
the moving of a patient who has had a slipped disc 
operation or other spinal surgery, or the whole 
operation can be spoiled simply by moving the 
patient too carelessly. The same is true of many 
orthopedic procedures. If judgment isn’t used and 
that patient moved carefully, arduous hours of set- 
ting a fracture can be undone in a few seconds. 
Somebody with judgment ought to supervise the 
moving of patients, which is very important. 


Q. That would be part of the job of the circulat- 
ing nurse? 


A. At least, if not to do it, to supervised it, to 
make sure that it’s done all right. 


Q. Regardless of how nurses feel about the use of 
technicians, most hospitals seem to be coming 
around to using them, because there just aren't 
enough nurses to go around. 

A. Yes. Actually, we have had very little trouble 
over the use of technicians (as scrub nurses). Our 
big problem is the desire of hospitals to use them 
also as circulating nurses, because of the increasing 
shortage of nurses — the demand of several large 
hospitals to have one registered nurse circulating 
lor fou, or five operating rooms, supervising non- 
registered nurses who are the local circulating 
nurses in those operating rooms. This situation is 
somewhat similar to that of a hospital which is 
covered at night by only one floating night super- 
visor, under whom are only practical nurses and 
nurses’ aides. 

In something as critical as an operation, we do 
not think that a circulating nurse can properly 
supervise four or five operating rooms at one time. 
We demand that there be at least one registered 
nurse in every major operating room in the capac- 
ity of a circulating nurse. Please note, I use the 


word “major”; I don’t think that it’s necessary in 
the lancing of a boil . . . but at least on a major 
case, when there is opening of a body cavity, or the 
patient is critical. 


Q. Do you think we will ever have some kind of 
standardized program for the training of surgical 
technicians? There doesn’t seem to be any. Every 
hospital has its own program. The lengths of the 
program vary; the material taught seems to vary. 
A. Your statement is true, and I hope that ulti- 
mately there may be a standardization. As long as 
the training of nurse aides and practical nurses in 
O.R. technic is given in a particular hospital, you 
are going to get as many different kinds of training 
as there are hospitals that offer the training. Until 
operating-room technicians are given such status 
that there are state or national schools for them, 
you're going to get as many different kinds of train- 
ing as there are trainees. This cannot be helped. 
If you give these people more status and send them 
away to schools instead of training them locally, 
the training then becomes expensive, and hardly 
warranted because technicians are not a_ stable 
group of employees. I do not have any anticipation 
at the present time of state or national schools for 
technicians in the operating room. 


Q. What about the possibility of a standardized 
manual for the student, such as the one for the 
instructor, published by the American Hospital 
Association, 

A. There is no student manual that I know of, per 
se, except those written up by individual hospitals. 


Q. Dr. Babcock, some operating-room nurses 

report that when they have both professional stu- 
dent nurses and technicians in the operating room, 
there is a status problem. The students look down 
on the technicians, and the technicians resent being 
ordered around by the students. Is there any way of 
getting around that? 
A. A wise supervisor of the operating room will 
confine her student nurses to being under the su- 
pervision of registered nurses. If there are eight 
operating rooms, let us say, she will confine them to 
four, and the other four could then be staffed by 
technicians under the supervision of registered 
nurses. There would be no crossing of the paths. 
A student is in a learning capacity, and should 
always be under the supervision of a_ registered 
nurse, just as the nurse aide is. 

Status problems are not confined to students and 
aides. Nurses who are graduates of collegiate schools 
may look down upon graduates of hospital schools, 
and the graduates of hospital schools may look 
down on the practical nurses and the aides. But, 
if they do, we think they are being rather small. 
We're all out for the improvement of medical care 
and good patient care, which is not a question of 
trying to feel superior to somebody else. 

(Continued on next page) 
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What do O.R. supervisors consider when they are 
assigning personnel on cases? Which job requires 
more talents and involves more responsibility — 
that of the scrub nurse or the circulating nurse? 

Hospirat Topics asked a dozen supervisors in 
different parts of the country to answer these ques- 
tion: 

1. Which position, in you opinion, requires the 
exercise of the most judgment —the job of the 
scrub nurse, or the circulating nurse? Why? 

2. When you are assigning personnel for surgery, 
what points do you consider in deciding who is to 
scrub and who is to circulate? If you had two 
persons available, and one you considered definitely 
superior in all-around experience and intelligence, 
to which position would you assign her? 

3. Would you list what you consider to be the 
requirements for a good scrub nurse and for a good 
circulating nurse? 

4. Are you now using technicians in your operat- 
ing room and, if so, in what position? 

Eight of the 12 replied in detail — and seven out 
of eight said that they would assign the better quali- 
fied person as the circulating nurse. Commented 
Mrs. Ethel I. West, national AORN president: 
“The circulating nurse has a wide area of responsi- 
bility. She must assume the total responsibility of 
the individual operating room. In addition to an- 
ticipating the needs of the surgical team, including 
the anesthetist, she serves the patient in a more 
general aspect. Often the family needs must be 
recognized, as she may be the only contact for the 
patient. She may also have the responsibility for 
seeing that everything is in readiness for the next 
case or cases in her room.” 

And Bessie L. Bowen, VA Hospital, Jackson, 
Miss., though emphasizing the need for well-trained, 
skilled personnel in both positions, declared: “In 
my opinion, the duties of the circulating nurse re- 
quire the exercise of more professional judgment, 
especially as emergencies arise. The circulating 
nurse observes the entire situation in an operating 
room and must provide services to each member of 
the surgical team and at the same time maintain 
an aseptic and safe atmosphere for the patient. 

“With the devices, gadgets, complicated proce- 
dures, and methods used in the complex surgery of 
today, the circulating nurse must be well trained, 
informed, and skilled in modern surgical thought 
so that she is able to recognize changes in the condi- 
tion of the patient, and anticipate the numerous 
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needs of the surgeon, the anesthesiologist, and the 
scrub nurse, and she must exercise sound judgment 
in providing these needs in the order of their im- 
portance. 

“The duties of the circulating nurse are com- 
parable to those of a head nurse on a patient-care 
unit, as she must see that everything possible is 
done for the care of the patient during the time he 
is in the operating room, subject, of course, to the 
over-all authority of the surgeon. A_ well-trained 
technician could possibly carry out the duties of a 
scrub nurse effectively in most instances.” 

Sister M. Jerome Emilian, St. Mary Desert Valley 
Hospital, Apple Valley, Calif., pointed out the diff- 
culty in making a definitive statement as to which 
position requires the exercise of the most judgment, 
saying, “Each of these areas has its own unique 
responsibilities and situations which require 
prompt, accurate and important judgments. Rou- 
tine cases, if there are such things, still contain the 
possibilities of those exceptional and highly stress- 
ful ones. Certainly the position of the circu- 
lating nurse entails a very wide and comprehensive 
range of activities and possible judgments and 
decisions. 

However, the scrub nurse with a good under- 
standing of her role in the total care of the patient 
and with those influential factors, her skills and 
judgments during the actual performance of the 
surgical procedure, has a position which naturally 
requires much more than mechanical skills and 
conditioned reflexes. 

“Generally speaking, I would assign the indi- 
vidual with what I considered superior experience 
and intelligence to the position of circulating 
nurse. However, if the nature of the needs of an 
individual case (seemed to require it), | would not 
hesitate to place this person in the position of the 
scrub assistant.” 

Sister Catherine de Sienne, of Montreal, in agree- 
ing with the others that the job of the circulating 
nurse required the exercise of more judgment, 
pointed out that the circulating nurse’s responsi- 
bilities extend to the patient, the surgeon, the 
anesthetist, and the hospital authorities — the ad- 
ministrator, the director of nursing, and the oper- 
ating-room supervisor. She gave several specific 
duties as examples: 

“A. Identification. At our hospital a_ patient 
undergoes four different procedures of identification 
before entering the operating room. The circulat- 
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ing nurse reviews: the call slip; the arm identifica- 
tion band and bed plate; laboratory tests, and legal 
consent for operation. She then gives her report 
to the surgeon and the anesthetist who together, 
once the patient is placed on the operating table, 
give him his fifth and last identification. 

“B. Positioning. Safe and correct positioning is 
essential. Not all surgeons have the privilege of 
always having the same assistants during a period 
of six months or more. The assistant may be very 
good in neuro, but may not have had the oppor- 
tunity of assisting in infantile surgery. Then on 
whom does the surgeon depend to protect his patient 
from a brachial paralysis on his radical mastectomy 
case, or to put the 4” x 10” cushion under the right 
region of the pyloric stenosis of the one-month-old 
baby? The circulating nurse. Although the sur- 
geon is alone responsible for his case, on whom may 
he depend to place correctly the indifferent elec- 
trode pad used with the cautery machine? The circu- 
lating nurse. 

“C. Aseptic technic. The circulating nurse in 
full view of the activities of the theatre protects 
the patient from possible slips in technics, by mem- 
bers of the team, and also from outsiders such as 
visitors, students, the pathologist, and x-ray tech- 
nicians. 

“D. Sponge count. Although it is the surgeon’s 
responsibility to remove all sponges from the ab- 
domen or the spinal column, the circulating nurse 
has the responsibility of giving the correct result 
of the final count. 

“E. Dressing. The dressing on aseptic cases pre- 
sents no complications to the assistants, generally 
speaking. Such is not the case with septic dress- 
ings, where contamination may spread rapidly. The 
circulating nurse must be depended upon to apply 
the principles of aseptic technic at all times. She 
is required by the team to furnish the necessary 
supplies to carry out the aseptic technic in a sched- 
uled septic case and also as soon as a septic condi- 
tion is ascertained.” 

Moreover, Sister Catherine declared, it is to the 
circulating nurse to whom the team turns in emer- 
gencies such as cardiac arrest or uncontrollable 
hemorrhage. In cases of cardiac arrest, she knows 
where the equipment is located; she starts the 
chronometer and brings the cardiac-arrest cart and 
drugs; and it is she whom the ‘surgeon calls upon 
to operate and control the defibrillator at the right 
volume. 

When uncontrollable hemorrhage occurs, the 
anesthetist, surgeon, and scrub nurse turn to the 
circulating nurse for extra blood, for help in in- 
stalling all IV paths available, for keeping the 
patient warm, and for extra hemostats and “those 
special curved and longer forceps the surgeon has 
seen somewhere in some instrument room, and 
which are indispensable to him in this case.” 

Vivian Warren, White Memorial Hospital, Los 
Angeles, believes that in more difficult cases the 
circulating nurse and the scrub nurse should have 
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Our thanks for their comments go to . . . 

Mrs. Ethel I. West, R.N., operating-room super- 
visor, Methodist Hospital of Southern California, 
Arcadia, and president, Association of Operating 
Room Nurses. 

Bessie L. Bowen, R.N., operating-room super- 
visor, VA Hospital, Jackson, Miss. 

Sister M. Jerome Emilian, R.N., operating-room 
supervisor, St. Mary Desert Hospital, Apple Valley, 
Calif. 

Sister Catherine de Sienne, R.N., operating-room 
supervisor, L’Hospital Sainte-Justine, 
Que., Canada. 


Montreal, 


Vivian Warren, R.N., operating-room supervisor, 
White Memorial Hospital and Clinic, Los Angeles. 

Betty M. Egan, R.N., operating-room supervisor, 
Monmouth Medical Center, Long Branch, N.]. 

Sister M. Alexine, R.N., operating-room supervi- 
sor, Mercy Hospital, San Diego, Calif., and mem- 
ber, board of directors, Association of Operating 
Room Nurses. 


the same qualifications. She explained that the 
nurses who have been in her department the long- 
est do the circulating, because they know the de- 
partment and the doctors much better and are able 
to assist the scrub nurses. 

“We rotate our nurses to give them experience 
in circulating and scrubbing,” she said. “New 
nurses coming to the department scrub first after 
orientation always with older personnel. Ex- 
perienced nurses are always used for heart, vascular, 
and neurosurgery.” 

The importance of a calm, experienced circu- 
lating nurse to a smooth-running operating room 
was emphasized by Sister Alexine, Mercy Hospital, 
San Diego. Among the points she made were: 

“The circulating nurse has the responsibility for 
a well-ordered plan of action. The immediate care 
of the surgical patient admitted to the O.R. suite 
is important. A quick, intelligent survey of the 
patient’s chart, noting identification diagnosis, per- 
mit, history and physical examination, consulta- 
tions, laboratory and x-ray reports, religion, and so 
forth, is imperative. 

“As many patients are aware of their surround- 
ings, a calm, concerned reassurance by the circulat- 
ing nurse is of great assistance to the patient. 

“The progress of the operation often depends on 
the tools and materials provided by the nursing 
members of the O.R. team. An alert, interested 
circulating nurse will know what is needed and see 
that it is where it is needed, before the operation is 
brought to a halt while a three-yard dash is being 
executed to providet he missing items. 

“If the scrubbed members of the O.R. team be- 
come excited, weary and impatient, a calm, expe- 
rienced circulating nurse is the answer to an O.R. 
supervisor's prayer.” 

“Unquestionably the circulating nurse is called 
upon to exercise more judgment in any operation,” 
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declared Linda K. Alden, Monmouth Medical Cen- 
ter, Long Branch, N. J. “She is the ‘case organizer’; 
she arranges for and participates in preparing the 
operating room for the patient, checks the patient 
and chart to see whether everything is in order, 
reporting deviations as they occur.” 

She also mentioned the circulating nurse’s role 
in reassuring the patient, assisting the scrub nurse 
and anesthetist, observing the operation and antici- 
pating the need of additional supplies or equip- 
ment, preparing for transfer of the patient out of 
the operating room, and then making the necessary 
preparation for the following case. 

Betty M. Egan, VA Hospital, Boston, did not 
agree with the others in the group. She would 
assign the better-qualified person as the scrub nurse 
and the other as the circulating nurse. . 

“In all instances, I have found plenty of people 
free to help the circulator, such as extra doctors, 
the supervisor, or her assistant,’’ she commented. 

“I do not feel that it is just a matter of judgment. 
It is anticipating the needs of the surgeon, having 
good knowledge of what he is trying to do, and 
having the equipment ready that he is going to 
need without his asking for it. 

“A circulator is in and out of the room quite 
constantly for the team and in particular for the 
anesthetist. If there is a registered nurse scrubbed, 
she can make substitutions and think faster than a 
nonprofessional, who is apt to panic in time of an 
emergency. 

“We also know that for years it has been the 
scrub nurses who have taught young residents good 
technic, and you can do this only when you are 
scrubbed with them and helping them. Doctors will 
take constructive criticism from an experienced 
nurse that they will not take from a technician. I 
feel also that technicians would not correct a doctor 
on breaks in technics because of their status. — . 

“If the registered nurse is the circulator, she will 
not be in the room all of the time to see things 
going on because of the nature of her duties. I feel 
that every operation is a major one to the patient, 
and we owe him the best protection and care we 
can give him while he is in the operating room. 

“To be sure, there are procedures where techni- 
cians can scrub, such as hemorrhoids, pilonidal 
sinuses, and biopsies; however, I feel that a good 
scrub nurse is an asset to the patient and the sur- 
geon and also aids in the speed of the procedure, 
which is very important because of (the possibility 
of) staphylococcal infections.” 

Miss Egan, who has had both male and female 
circulating nurses, prefers the male because men are 
better able to lift and position patients. 

“This job is a very important one and usually 
is left to the circulator, whether professional or 
nonprofessional. In this, they are far better than 
doctors because they do it constantly. For scrub- 
bing, however, I feel that men with no professional 
background are clumsy with their hands in com- 
parison with females.” 
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When nonprotessional personnel are used as cir- 
culators, however, Miss Egan emphasized that one 
or two graduate nurses must be free to help and 
supervise them at all times. 

What factors are taken into consideration in as- 
signing personnel for surgery? The supervisors 
agreed generally in their answers. Some of the 
specific factors mentioned were: 

— Type of surgery to be performed. Certain 
teams are better suited for specialized surgery such 
as heart cases, neurosurgery, orthopedics, and plas- 
tic surgery. 

— The condition of the patient and extent of 
anticipated surgery. 

— Surgeon’s preference (for personnel whom he 
likes and believes competent). 

—Nurse’s preference for a particular type ot 
surgery. 

— Consideration for surgeons and nurses who 
“grate” on one another (personality problems). 

— Ability, experience, and adaptabality of the 
nurse. 

— Educational needs of the nurse. 

“There can be no set rules governing the selec- 
tion of persons to function in a particular role in 
the operating room,” Mrs. West pointed out. “Good 
supervision requires a knowledge of capabilities of 
personnel. Assignment is made accordingly.” 

The type of surgery was mentioned by all as an 
extremely important factor in their decision as to 
who should scrub and who should circulate. If a 
patient’s condition were critical, Mrs. West said, 
and it became apparent that a slow scrub nurse 
would be detrimental because she would delay the 
case, the more experienced person might be as- 
signed as scrub nurse, assuming that assistance 
would be available to support the circulating nurse. 
In an emergency cesarean section, for example, she 
said, a fast scrub nurse might assist in saving the 
lives of both mother and infant. 

Requirements for Two Positions 

Scrub nurse: Bessie L. Bowen, in her list of quali- 
fications for a good scrub nurse, included almost 
all of those mentioned by the group: 

“a. Technically competent (orderly, economical, 
systematic, knows the principles underlying tech- 
nics, performs procedures effectively). 

“b. Dependable (trustworthy, thorough, consci- 
entious, accurate, and punctual). 

“c. Cooperative (intelligently loyal, fair-minded, 
a good ‘team worker,’ understands personal rela- 
tionships and is able to adapt to various types ot 
personalities). 

“d. Mentally alert (intelligent, observant to an- 
ticipate needs of surgeon, physical and mental 
stamina, manual dexterity to manipulate instru- 
ments and equipment, memory for details). 

“e. Healthy — mentally and physically (emotion- 
ally mature under normal and emergency situations. 
able to work rapidly and with accuracy for long 
periods of time). 

“f. Personally responsible (recognizes her spe- 
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cial responsibilities as a member of a team and a 
profession; is keenly interested in and _ actively 
concerned in the welfare of the patient; works with 
the realization that errors and incompetence may 
have serious consequences for the patient; keeps 
herself informed by reading professional journals, 
attending and participating in inservice programs.” 
Circulating Nurse: She should have the same re- 
quirements as the scrub nurse, plus, the supervisors 
noted, an ability to inspire confidence in the pa- 
tient and in the surgeon; to organize, teach, super- 
vise, evaluate, and direct; to remain calm in emer- 
gencies, and to observe the patient carefully and 
anticipate the needs of the surgical team. 


Use of Technicians 


All of the eight who replied said that they are 
now using technicians in some capacity in the 
operating room. Miss Egan is using them as circu- 
lators; Miss Bowen is using nursing assistants to 
circulate and assist with minor surgical procedures 
“according to VA regulations.” 

Sister Jerome Emilian’s staff consists of one reg- 
istered nurse and one technician. The supervisor 
says: ‘The interest and self-direction shown by the 
technician in our team is remarkable, and she has 
made good use of her opportunities to learn and 
develop in her particular area of endeavor. For the 
most part, she is used as the scrub assistant, but on 
certain occasions she does circulate under the di- 
rection of the supervisor or assists the registered 
nurse who is actually circulating. 

“If the day’s schedule is such that fatigue is a 
highly influential factor, it might be that the reg: 
istered nurse and surgical technician would alter- 
nate positions several times, the supervisor then 
assisting the technician as she circulates for the 
surgical team. The two staff members function 
harmoniously, each recognizing the other's areas 
of responsibility and professional levels.” 

The Methodist Hospital of Southern California 
has one technician in the operating room. After 
three and one-half years of service, she is able to 
function in practically any area of the department, 
according to Mrs. West. Her duties consist of assist- 
ing in the cystoscopic room, scrubbing for minor 
cases, and circulating on most major cases. She is 
always under the supervision of an R.N. 

“The surgical technician requires more super- 
Vision than the average professional nurse,” Mrs. 
West warned. “Technicians are often more enthu- 
siastic in their desire to serve in the operating 
room, but let us be understanding and cognizant 
of their limitations. We realize the necessity in 
many operating-room departments of employing 
technicians as a supplement to the professional 
staff, but there are few instances in which they 
substitute for skills acquired through the education 
and background of the professional nurse program.” 

Their duties should be carefully defined, she 
emphasized, and consideration given to experience, 
preparation, and personal aptitude. 
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At L’Hospital Sainte-Justine, Sister Catherine is 
using technicians who have experience but no for- 
mal training —in ENT, where they scrub exclu- 
sively for tonsillectomies; in the cast rooms; and 
in the septic-technic area, in which are performed 
such cases as abscesses, rectal and sigmoid examina- 
tion, infected dressings, and infected ingrowing toe- 
nail — but no major surgery. 

Mercy Hospital, San Diego, has three male, Navy- 
trained O.R. technicians and one female technician. 
“Ninety-nine percent of the time they scrub on the 
team and are very satisfactory,” Sister Alexine re- 
ported. 

Though technicians are often considered an un- 
stable employee group, the one technician on the 
O.R. staff at White Memorial Hospital has been 
there 10 years. He has circulated and scrubbed 
under supervision of an R.N. In the past, techni- 
cians at that hospital have all been scrub nurses, 
according to the supervisor, Vivian Warren. 

At the Monmouth Medical Center, technicians 
have been used in the operating room for the past 
six years or more, according to Linda K. Alden. 
All have been trained on the job in the hospital. 

“Some have been instructed in formal, planned 
classes over a two-month period,” Mrs. Alden said. 
“The first month was a combination of theory with 
some practice; the second month’s training con- 
sisted of closely supervised practice with a few 
formal classes. 

Most of the technicians we have used, however, 
were not so trained, but have received individual 
instruction with emphasis on procedures. It ap- 
pears that the way training is done, provided it is 
thoroughly done, is not as important as the selec- 
tion of the personnel. Undoubtedly the individual 
who was instructed in theory was more informed, 
knew more anatomy, etc., but those without this 
type of instruction perform their assignments well 
whether they are scrubbed or circulating. 

“In any case, the technician works under the 
direct supervision of a registered professional nurse. 

“We have also been using attendants, whose 
training is considerably less than that of the tech- 
nicians, to circulate for selected cases, although 
they never scrub, and work under the direct guid- 
ance of the scrub nurse. 

“We never assign two nonprofessionals to an 
operation, no matter how ‘minor.’ 

“Just because technicians do well in their assign- 
ments does not mean that registered professional 
nurses are no longer necessary in the operating 
room. I believe that they are more than ever neces- 
sary. Because they have been educated to under- 
stand total patient care and to perform accordingly, 
they have the basis on which to build improvements 
in operating-room nursing care. Operating-room 
nurses must be encouraged to continue their educa- 
tion so that they are better able to teach profes- 
sional and non-professional personnel to give better 
care to the patient.” 
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BY CARL W. WALTER, M.D. 


Assisted by Dorothy W. Errera, R.N. 


Q. We sterilize racks of small-gauge hypodermic 
needles in containers for injections in the recovery 
room. The racks are in covered cans, and we be- 
lieve this technic is safe because quantities are 
small so that one container may be depleted in a 
few hours; supplies are not carried over from one 
day to the next; and personnel have been taught to 
keep the lid off for the shortest possible time when 
making a selection and to either keep quiet or to 
wear a mask while choosing a needle — hence, we 
do not think we have the problem of people 
“spitting” into the container. 

Since it is impossible to sterilize the container 

on its side without spilling the needles, the question 
of whether or not we are getting the container 
sterile has been brought up. How is this done? 
A. The two problems are to sterilize the lum¢n 
of the needles and to sterilize the inside of the 
container. The first is accomplished by flushing 
the needles with distilled water immediately 
before sterilization. The residual moisture is sub- 
sequently heated to steam, which exposes the inner 
surfaces to microbicidal action sufticient to destroy 
all resistant organisms in the usual sterilizing cycle 
of 30 minutes. 

If this step is overlooked, the lumen are never 
purged of air and are exposed only to the dry 
heat radiated from the outer surfaces, which are 
heated by direct contact with steam in the sterilizer. 
Under these circumstances, an exposure of four 
hours at 250° F. would be necessary to effectively 
destroy all organisms present in the lumen. 

If you will recall the quantitative aspects of 
steam sterilization (see Aseptic Treatment of 
Wounds, page 59), you remember that 1 cc. of 
water turns into 865 cc. of steam. Hence, if you 
are sterilizing racks of needles in containers of 
about one quart capacity, 2 cc. of water left in 
the bottom of the container will be turned to 
steam sufficient to purge air from the container 


and provide for contact of all surfaces with moist 
heat. 


Q. Given a choice, is there any preference for 
basins of germicidal solution for hand rinsing in a 
patient’s room over washing under running water 
with a germicidal soap? 

A. Washing under running water with a germi- 
cidal soap or detergent served from a dispenser is 
the ideal method. But hand-washing facilities are 
not always ubiquitous, and other means for safe 
skin disinfection must be provided. 

A basin of germicide is a suitable substitute, 
provided quantity and concentration are rigidly 
policed. Every pair of hands immersed in the basin 
will remove some active ingredient, dilute the 
residual, and leave behind enough soil to seriously 
interfere with germicidal action. Hence, hand 
basins must be replenished at regular and_ fre- 
quent intervals to maintain an optimum and lethal 
concentration. 


Q. Several third-degree burns over pressure areas 
in patients after surgery have led us to seriously 
consider changing our skin disinfection. We cur- 
rently use consecutive, non-alternating scrubs with 
tincture of green soap, tincture of a quaternary 
ammonium compound, and 70 percent alcohol. 
The burns have occurred in pressure areas during 
procedures involving more than two hours and in 
patients without evidence of vascular insufficiency. 
They have been at the depressed or “puddle” sites 
of the operating-table pad, and we have concluded 
they are the results of alcohol and pressure. 

A. Another cause of third-degree burns on de- 
pendent areas such as you describe is flash fire 
which results from the ignition of alcohol vapor 
trapped beneath the drapes by cautery or en- 
dothermy used during the course of the operation. 
Whenever either of these is to be used, skin dis- 
infection should be limited to the use of aqueous 
solutions of detergent germicides. 


Q. Will steam penetrate pus, blood and mucus on 
dirty instruments? 

A. Dried blood and pus can be sterilized by pro- 
longed exposure and heat in a sterilizer. The in- 
strument washer-sterilizer is rapid and superior 
for the purpose because the soil is solubilized and 
removed. When heavily soiled instruments are to 
be terminally sterilized and this type of sterilizer 
is not available, it is best to immerse the instru- 
ments in a pan of non-foaming detergent such as 
trisodium phosphate and sterilize the pan and con- 
tents for 45 minutes at 250° F. Great care is neces- 
sary when removing the pan from the sterilizer 
to prevent spillage and _ scalding. 

The scrub nurse can control the situation some- 
what by rinsing bloody, soiled instruments in resi- 
dual solutions on the field before arranging them 
for sterilization. 
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stained smears of cerebrospinal 
fluid sediment. 

After ruling out bacterial 
causes, the possible non-bac- 
terial causes were explored. It 
could have been due to trauma 
with bleeding in intra- 
thecal space but the cerebro- 
spinal fluid was not bloody or 
xanthochromic. It could have 
been anesthetic aggravation of 
underlying disease of the cen- 
tral nervous system but none 
could be exhibited. No patient 
had any symptoms even re- 
motely suggestive of this pos- 
sibility. 

The conclusion that it was 
an inflammatory response fol- 
lowed and hospital technics 
were studied. Ampules of 
drugs, syringes and anesthesia 
sets were sterilized in heat. 
Ampules were never soaked in 
germicide so this documented 
source of trouble was elimi- 
nated as a cause. But for some 
reason syringes were soaked in 
a phenolic germicide after use 
before cleaning and resteriliza- 
tion. 

After an exhaustive review 
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conditioning systems to avoid 
pollution of the hospital at- 
mosphere. Another unsuspect- 
ed source of trouble is de- 
scribed here — birds’ nests. 

In this report, three people 
experienced a sudden onset of 
dermatitis and pruritus that 
defied identification. After 
some time, tiny mites were 
seen on the victims’ bodies and 
the search for source revealed 
an abandoned wrens’ nest un- 
der the air intake of a window 
air-conditioning unit. The nest 
and a deserted, moribund chick 
were infested with the mites. 
Destruction of the latter two 
and decontamination of the 
house and _ air-conditioning 
unit with ten percent D.D.T. 
eliminated the itch. 


Singleton, A. O., Jr. and Julian, 
Jerry: “An Experimental Evalua- 
tion of Methods Used to Prevent 
Infection in Wounds Which Have 
Been Contaminated with Feces.” 
Ann. Surg. 151:912; June 1960. 
Wounds were made in a series 
of guinea pigs, were contami- 
(Continued on next page) 
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nated with direct smears of 
human fecal material and 
closed after treatment by one 
of a group of technics. 

One series of wounds was 
closed 30 seconds after instilla- 
tion of tincture of green soap, 
another after scrubbing for 60 
seconds with gauze sponges 
and tincture of green soap. 
Other series repeated these 
maneuvers using a hexachloro- 
phene soap; another, a deter- 
gent containing hexachloro- 
phene; and a final series was 
closed after irrigation with 30 
cc. of a one percent kanamycin 
solution. 

Pus at 72 hours was consid- 
ered indication of infection. 

Scrubbing was considerably 
more effective than simple in- 
stillation (16 percent of the 
wounds in the former group 
were infected in contrast to 35 
percent in the latter). The de- 
tergent-germicide and germi- 
cidal soap were comparable in 
action. The tincture of green 
soap was relatively ineffective, 
with 40 percent of wounds be- 
ing infected after scrubbing, 
46 percent after instillation. 

Ten percent of the wounds 


treated with the antibiotic 
were infected. The results be- 
ing so equivalent to those 
obtained by scrubbing with the 
germicidal agents (16 percent), 
the authors suggest that there 
is little justification to using 
the antibiotic technic, consider- 
ing the unfortunate sequelae 
of undisciplined antibiotic 
therapy. 

The technic is suggested as 
one suitable for use when a 
wound becomes contaminated 
at the time of bowel surgery. 


Adams, Ralph: Trainor, James H.; 
and Corell, Robert: “Plastic Film 
Passes ‘Tests for 
Modern Hospital 95:132; Oct. 1960. 


Surgical 


Transparent polyvinyl chloride 
film used in surgical drapes 
was found to be an excellent 
insulator when tested in the 
laboratory and in the operat- 
ing room; a potential of two 
to three thousand volts was 
found on the loose edges of the 
film beyond that portion in 
contact with the patient. But 
when wet or tacky, the ad- 
hesive offers practically no re- 
sistance to conductive surfaces, 


“Lord knows I’m not one to discourage personal enterprise, Hal- 


qua, but...” 
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and insignificant electric po 
tentials were found where the 
plastic contacted the adhesive. 
During manufacture a hig) 
potential of static electricity }, 
built up on the drape, which 0 
is dissipated by the moisture 
of steam sterilization. But, as 
a result of steam sterilization, 
the drape sticks to the pape: 
interfacing, and these 
are separated at the time ot 
use, there is enough friction to 
produce a high potential o! 
static electricity. 
This hazard is removed sim- 
ply by wetting the drape o1 
by having it contact a moist 
towel or drape. 
The laboratory and clinical 
tests have convinced the in- 
vestigators that in an operating 
room organized to meet the 
standards of grounding and 
conductivity outlined by the 
National Fire Protection <As- 
sociation, plastic (polyviny| 
chloride) drapes are safe for 
use in the hazardous area. 


King, John Harry, Jr., and Chavan, 
Shankar B.: ‘““The Preservation of 0 
Eye Tissues. Part 3—Current Sta- 
tus in Transplantation.” Bull. 
Georgetown U. Med. Center 13:87, 
November 1959. 

Cornea, conjunctiva, sclera, 

and vitreous can be preserved 

and stored for elective surgery. 

Cornea may be dehydrated 
in 95 percent glycerine, sealed 
under vacuum, and stored at 
room temperature. 

Vitreous may be lyophilized 
(rapid freeze-dried), vacuum- 
sealed in tubes, and stored at 
room temperature. 

Conjunctiva and sclera may 
be dehydrated and _freeze- 
dried with or without glycer- 
ine pre-treatment. There is no 
data available on results with 
human transplants, but in ani- 
mals, normal conjunctiva and 
sclera were indistinguishable 
from transplanted tissues once 
healing was complete. 


Lens have not been success- 0 
fully preserved or transplan:- 
ed. 
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A Sterile, Disposable Catheterization Tray 


By William P. Murphy, Jr., M.D.” 


Ideal technics of patient treatment 
require sterile equipment used ac- 
cording to procedures which are 
evolved to minimize the likelihood 
of contamination and inci- 
dence of cross infection. Disposa- 
ble, factory-produced equipment, 
introduced by the hospital trades 
during the past 20 years, has made 
this ideal a reality for many hos- 
pitals. Parenteral solutions, blood- 
processing equipment, syringes, 
ind needles are examples of equip- 
ment produced and distributed by 
the allied hospital industries at 


‘Research associate professor, Department of 
Medicine, University of Miami (Fla.) School of 
Medicine. 


costs compatible with the budgets 
of many hospitals. 

Members of the medical proles- 
sions have been quick to appre- 
ciate the need for economically 
produced, sterile equipment, but 
widespread acceptance has been 
delayed because of isolated inci- 
dents of equipment failure usually 
related to that produced by un- 
qualified manufacturers. Selection 
of disposable supplies should be 
based on critical evaluation of the 
product and its producer. The 
quality of product will be directly 
proportionate to the integrity and 
reliability of the manufacturer. 


Contents of a tray. (See story) 
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The latter is one who actively co- 
ordinates product development 
with patients’ needs and who has 
accumulated the experience and 
knowledge essential for 
with the critical 
volved. 


working 
materials in- 


Plastic materials have been used 
extensively in the fabrication ol 
disposable equipment because they 
are amenable to economical, auto- 
matic mass producuon. Careful in- 
vestigation of both physiologic 
compatibility, toxicity, and so on, 
and the many parameters of pro- 
duction and sterilization, is essen- 
tial before any plastic can be de- 
clared suitable for use in the 
human. 

The unfortunate sequelae of in- 
fections following the emergence 
of antibiotic-resistant organisms in 
hospitals and communities are well 
documented, and the need for re- 
turn to rigid aseptic technics in 
patient treatment is repeatedly 
emphasized in the medical litera- 
ture. Technics of terminal disinfec- 
tion are too often inadequate, and 
reprocessing of used equipment is 
accompanied by the risk of infec- 
tion to both employee and subse- 
quent patient. Disposable equip- 
ment contributes to the control of 
cross-infection in this area. 

Despite impressive advances in 
the design and manufacture of 
sterilizing equipment the human 
element continues to negate the 

(Continued on next page) 
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most elaborate of sterilizing con- 
trols by ignorance of technics of 
packaging, loading, and sterilizer 
operation. Quality control of hos- 
pital-sterilized equipment depends 
on the knowledge and integrity of 
the supply room worker and sterili- 
zer operator. Periodic bacteriologi- 
cal cultures measure efficiency for 
the single instance, but sterility of 
individual packages and kits is 
directly related to knowledge and 


practice of the technics of steriliza- 
tion. 

Sterile hospital products distrib- 
uted nationally by manufacturers, 
however are ‘subject to stringent 
Federal Food and Drug Adminis- 
tration (FDA) regulations which 
require that confirmation of bac- 
teriological investigation be avail- 
able from the manufacturer to sup- 
port the label of “sterile.” Lot 
numbers are used to relate each 
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CENTRAL SUPPLY 
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80 pages - spiral bound - $2.00 


Partial List of Contents Includes: 


New CSR 
Yearbook 


Available Now 


Published by 
Hospital Topics, Inc. 


HOSPITAL TOPICS, INC. 
30 W. Washington St. 
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Nurse Plays Vital Role in C. S. R. 
Sterilization of Cystoscopy Instruments 

Efficient Storage of Fracture Equipment 
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Thermo-Plastics in Patient Care Devices 

Care of Stainless Steel Equipment 
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CENTRAL SUPPLY YEARBOOK, Volume 3 — $2.00 per copy: 


ENCLOSE CHECK OR MONEY ORDER 


| 
| 
| 
| 


| 
| 
| 
| 


| 


unit to appropriate culturing pro. 
grams. 

Caution is necessary in readj 
the labels of commer cially-prg 
duced equipment, and the 
“sterilized” implies that a packagg 
and its contents were once expose 
to a process to destroy pathogenie 
organisms but the manufactupe 
assumes no responsibility for the 
sterility of the contents of the pad 
age at the time of use. If asepai 
is required, resterilization in the 
hospital is necessary. This is ag 
companied by risk, because pad 
aging materials may be impervioug 
to steam—the sterilizing mediug 
in use in most hospitals—and the 
contents may be destroyed by the 
high temperatures of steam sterile 
zation. 


Poor package design can frug 
trate the best sterile practice. 4 
well conceived package is one 
which can be opened without thé 
use of a sterile instrument; one 
from which the contents can be 
extruded or removed without com 
tamination; one which makes if 
own sterile field, if necessary; one 
which can be stored safely without 
fear of contamination from moe 
ture or condensate; and one whi 
introduces no unusual problems if 
disposal. 


The latter is worthy of consit 
eration. Destruction of expené 
able supplies in the volume aie 
rently used in many hospitals dog 
tax existing incinerators, and sine 
it is predicted that the use of thes 
materials will increase in the next 
decade there is reason to explore 
the installation of more efficient 
equipment where necessary. 

The sterile urethral catheteriat 
tion tray* recently introduced @ 
hospitals has been conceived @ 
meet the qualifications outlined 
above and to satisfy a need in p& 
tient treatment. The kit containsal 
the equipment for catheterization 
and drainage of the male or female 
bladder, except antiseptic solution 
and rubber gloves. It includes@ 
three-compartmented plastic tray. 
Two of the latter contain five a 
sorbent cotton balls for cleanilig 


(Continued on page 101) 


* Produced by Pharmaseal Laboratories [i 
Glendale, California. 
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GNTRAL SUPPLY 
(Continued from page 98) 


the labia and meatus. The larger 
gmpartment holds a waterproof 
drape to be placed under the pa- 
buttocks; a conventional, 
gall, single-opening drape; a No. 
4 French plastic catheter and 
gerile lubricant. 

The tray and its contents are 
packaged in a covered cardboard 
box. The unit is wrapped in a 
tough, abrasion - resistant, water- 
proof, plastic film and sealed to 
maintain sterility. 

At the time of use, the film is 
sripped off the package, the cov- 


ing sterility of the inner plastic 
trav and its contents. The cover is 
bent back while antiseptic solution 
is added to the cotton balls and is 
then replaced. The package and 
a pair of sterile gloves are taken 
io the patient’s bed. The patient 
is positioned and draped as usual. 
When the plastic tray is removed 
fom the box, the latter serves as 
awaste receptacle. After catheteri 
ation urine is collected in’ the 
large volume (800 ml.) graduated 
compartment of the plastic tray. 
At the end of the procedure, the 
catheter and drapes are discarded 
in the cardboard box; the urine 
is spilled in a hopper and the 
whole unit is discarded for incin- 
eration. There are no materials 
involved which will resist destruc- 
tion in the usual incinerating proc- 
ess, 

SUMMARY: Certain aspects of 
sterility of disposable hospital sup- 
plies are considered, including the 
integrity of individual manufac- 
turers the implications o! 
“sterile” vs. “sterilized.” The role 
of single-use equipment in prevent- 
Ing cross-infection is discussed. The 
requirements for efficient, safe pack- 
aging are outlined. A disposable, 
sterile urethral catheterization tray 
is described. 


and 


Vacuum in Head 

Helps Sinusitis Victims 

A simple new technic involving a 
plastic squeeze bottle and a partial 
Yacuum has produced good to ex- 
cellent results in 100 patients with 
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aed cardboard container preserv-_ 


| 


acute and chronic sinusitis, accord- 
ing to Eduardo R. Pons, Jr., M.D., 
New York City. 

A plastic spray bottle, filled with 
neomycin, gramicidin and phenyl- 
ephrine, is capped with a special 
nosepiece designed to fit snugly 
into the nostril. The patient first 
squeezes the medication into his 
nose, then creates negative pressure 
by pressing the other nostril shut 
and swallows with mouth 


closed. nuses. 


Our proudest achievement in 


One-Quarter Century of medical 
electronic leadership 


The First new electrosurgical unit in 15 years, the 
ELECTROSECTILIS offers brilliant performance 
to delight the most exacting surgeon .. . at the low- 
est price of any major surgical unit. 

All of the engineering, manufacturing and actual 
operating room experience gained in one-quarter 
century have combined to produce a unit which can 
be sold at THE LOWEST PRICE of any unit currently 
on the market, with such ruggedness and depend- 
ability it has a full FIVE YEAR GUARANTEE. BRIL- 
LIANT IN PERFORMANCE with such advanced 
features as a four tube separately rectified cutting 
circuit; new damped coagulation circuit for extra- 
ordinarily precise coagulation; settings for either 
circuit separately with no possibility of blend; set- 
ting for blend; both visual and audible signals of 
current selection. SPACE SAVING COMPACTNESS 
to bring new freedom of movemert into surgery 
The new ELECTROSECTILIS takes up less than 1, 
the space and is less than 14 the weight of any other 
major electrosurgical unit! Yet it provides more 
power, versatility and exquisite performance than 
the largest and most expensive. 


CHOICE OF SPACE-SAVING MOUNTINGS 


the swallow 


During the swallow, the squeeze 
bottle is released, sucking air out 
of the nose, forcing the blocked 
sinus passages open and releasing 
trapped air in the sinuses. 

When 
the mouth and nose open, the re- 


is over and 


turn of normal pressure to the nose 
carries the medication through the 
opened sinus passages into the si- 


BRILLIANT IN 
PERFORMANCE... 
LOW IN PRICE 


The new ELECTROSECTILIS can be ceiling 
mounted with special new mount as shown, 
or can be used on the compact, mobile, lock- 
ing sub-cabinet, or can be built-in wall to 
architect's specification. 


FOR DETAILED DESCRIPTIVES PLUS A FULL-SIZE PICTURE OF THE NEW ELECTRO 
SECTILIS WRITE TO MR. DONALD HUNT, ELECTROSURGERY DIVISION MANAGER 


THE BIRTCHER CORPORATION Dept. HT-261 
4371 Valley Boulevard, Los Angeles 32, California 


For further information see postcard opposite page 150. 
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and catheter self- seali 
5 and 30 cc.’S 


erican Cystoscope Makers, Inc. 


Only the price is lov of 


Single Trademark, Stricter Patent Laws 


Suggested by Physician 


Steps aimed at solution of some of 
the current problems of the phar- 
Maceutical industry are suggested 
by Harry F. Dowling, M.D., pro- 
fessor of medicine and head, de- 
partment of medicine, University of 
Illinois College of Medicine, Chi- 
fago, in a recent issue of the New 
England Journal of Medicine 

(January 12, 1961). 

One of his recommendations is 
that only a single trademark be 
granted for a particular drug. 

Criticisms of the pharmaceutical 
Manufacturers have fallen into two 
fategories, Dr. Dowling points out: 
tose directed against high drug 
Prices, and those which maintain 
that the high-pressure promotion 
of drugs is not only unnecessary 
and expensive but also actually 
harmful, in that it may induce the 
doctor to prescribe the wrong drug. 

The research whch produces new 
drugs must be financed, Dr. Dowl- 
ing declares, and agrees generally 
with the industry’s claim that capi- 
lal for this purpose can come only 

mM profits, unless research is to 

financed by the federal govern- 
ment. 


How can one be sure, he asks, 
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that a proper share of profits will 
go into research and not into 
wasteful competition or excessive 
dividends? He recommends: (1) 
that the intense competition pre- 
vailing in the drug industry be 
shifted from the present focus upon 
slight modifications of existing 
drugs to the discovery of truly 
new drugs, and (2) that the chan- 
nels for transmitting information 
on drugs to physicians be cleared 
and widened by improving facili- 
ties for and the prestige of the 
clinical testing of drugs, establish- 
ing and adhering to a code of ethics 
on advertising of drugs, and edu- 
cating physicians more thoroughly 
regarding nonproprietary names, 
analogs, uses and toxic effects of 
drugs. 

To accomplish these objectives, 
he makes the following suggestions: 

1. The company which makes 
an original breakthrough should 
have more protection against com- 
petition than the present laws give 
it. Legislation should be enacted 
allowing only a single trademark 
to be granted for a particular drug. 

2. The profits made under the 
protection afforded by this pro- 


posed legislation should be used 
for research to discover more new 
drugs—not for marketing the drug. 
To help achieve this goal, the dis- 
coverer should be required to 
cense other companies to manu- 
facture and distribute the drug for 
a reasonable royalty 
trade name issued. 

If another company preferred not 
to purchase the right to use the 
trade name and devised an_ inde- 
pendent method of manulacturing 
the drug, Dr. Dowling suggests, it 
could market the drug under the 
generic name. The physician and 
the pharmacist would thus have to 
remember only one trade name. 

A physician who had preference 
for the products of a particular 
company could still prescribe the 
generic name of the drug followed 
by the name of the company he 
preferred. 


under the 


3. To make it less profitable for 


companies to introduce modifica- 
tions of existing drugs, the patent 
laws should be made more strict, 
so that the superiority of a new 
drug over drugs already patented 
would have to be proved belore a 
(Continued on next page) 
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NEW LAMINO 


by SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several “all-absorbent”’ 
Lamino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8”’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 


104 


new patent was issued. 

4. The Food and Drug Admin- 
istration should be empowered to 
determine the efficacy as well as 
the toxicity of drugs. Also, non- 
proprietary names should be em- 
phasized more than they are at 
present. 

5. A council and panel of ex- 
perts should be set up to advise 
the FDA. 

6. FDA appropriations should 
be increased for the above pur- 


poses, and also to provide for bet. 
ter control of the standards of 
quality of drugs and contracts for 
the independent testing of drugs 
by outside agencies. 

7. If drug advertising is not 
brought under better control by 
the pharmaceutical manulacturers 
in cooperation with the medical 
and dental professions aid_ phar. 
macists, legislation should be en. 
acted for stricter federal control of 
such advertising. 


Change in Product Emphasis 
Called for by Consultant 


A consultant to the pharmaceutical 
industry has called upon the in- 
dustry to place more emphasis on 
supplying drugs for maintenance 
therapy of victims of chronic dis- 
ease, and also on keeping drug 
costs down. 

Nothing comparable to the dra- 
matic medical therapy conquests 
of the last 50 years is likely to be 
seen again, predicted Paul de 
Haen, New York City, in his sixth 
annual review of new pharmaceu- 
tical products. As a result of this 
“miracle era,” he points out, there 
is a continual increase in the pro- 
portion of aged in the population. 
Furthermore, because of the fan- 
fare which has accompanied each 
conquest, the general public had 
acquired much more knowledge 
and interest in health care, and 
has developed heightened critical 
faculties. 

Because people are living longer, 
Mr. de Haen points out, the phar- 
maceutical industry must expect 
to supply an ever-widening market 
ol aging persons who require pri- 
marily chronic-disease therapies. 
The emphasis must be less on drugs 
for short-term therapy of infectious 
disease and more on drugs for 
maintenance therapy. And since 
the patient taking these drugs may 
have to take them longer, at a time 
when his earning power has either 
dwindled or is non-existent, there 
must also be emphasis on keeping 
drug costs down. 


For further information see postcard opposite page 150. 


“The wise industrialist will ad- 
just his sights to this narrower per- 
spective, and possibly learn to oper. 
ate on a basis of longer-term f- 
nancial expectancy, with perhaps 
decreasing product obsolescence,” 
Mr. de Haen declared: 

“The alternative, that the cost 
to the patient of maintenance 
therapies should continue to be in 
any way comparable to the cost of 
Short-term therapy of infectious 
disease, is simply unrealistic, and 
could lead only to solutions highly 
distasteful not only to the industry 
but to the medical profession as 
well.” 

During the year 1960 the United 
States pharmaceutical industry in- 
troduced 311 new products, ap- 
proximately the same number as 
in 1959, Mr. de Haen reported. 

Of the 311, however, he. said, 
only 45 were new chemical entities, 
as compared to 63 in 1959. But the 
decrease was primarily in the group 
represented by derivatives of pres 
ently-known chemical _ structures 
and new salts of old products; new 
original molecules developed in 
this country actually increased from 
16 to 19. 

Some of the new products, by 
category, were: 

Analgesics and anesthetics: Alvo- 
dine (piminodine—Wintirop), @ 
piperidine derivative sai to be 
effective in low dosage and to cause 
almost no drowsiness or euphoria; 
Analexin (phenyramidol 
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PICS 


win, Neisler), a potent analgesic 
and muscle relaxant; Brevital 
(methohexital sodium-Lilly), a 
short-acting intravenous anesthetic; 
and Carbocaine (mepivacaine HCl. 
-Winthrop), a rapid, long-acting 
local anesthetic. 

Cardiovascular agents: Miradon 
anisindione—Schering), an antico- 
agulant requiring a single daily 
administration, and Ismelin sulfate 
(uanethidine—Ciba), a potent hy- 
potensive, which acts at the nerve- 
arteriole junction by opposing the 
release of norepinephrine. 

Benzothiadiazine derivatives: Na- 
qua (trichlomethiazide—Schering); 
Enduron (methyclothiazide — Ab- 
bott), and NaClex (benzthiazide— 
Robins). Several combinations of 
diuretics with the tranquilizers 
rauwollia and meprobamate were 
also offered. 

Nonmercurial oral saluretic and 
hypotensive agent: Hygroton 
(chlorthalidone—Geigy), a phthal- 
imindine derivative. 

Hypocholesterolemic agent: 
MER/29  (triparanol — Merrell). 
Triparanol is said to interfere with 
the final step of the synthesis of 
cholesterol by the liver and other 


organs by inhibiting the conversion 
mosterol to cholesterol. 
dimethyoxyphenyl penicillin—Bris- 


tol), given exclusively by the par- 
enteral route, and intended for use 


of 24-dehydrocholesterol or de- 


Antiobiotics: Staphcillin (sodium 


in the treatment of staphylococcal 
infections resistant to other penicil- 
lins; and Humatin (paramomycin 
—Parke, Davis), for the treatment 
of amebiasis and bacillary dysen- 
tery. Humatin resembles bacitracin 
in that its absorption by the intesti- 
nal tract is negligible. 

A new salt of bacitracin, methy- 
lenedisalicylate, has been developed 
by S. B. Penick & Co., and it is 
suggested that having this antibi- 
otic available in a more economical 
form may widen its application in 
conjunction with the chemotherapy 
of amebiasis. The first combination 
product of this type was marked 
by the Chicago Pharmacal Co. 
under the name of Anameba. 

Vaccines: Purivax (Merck Sharp 
& Dohme), a killed-virus polio vac- 
cine of greater potency than those 
previously made; multiple vaccines 
against tetanus, diphtheria, pertus- 

(Continued on page 128) 
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Collagen Disease Relief 
Adenex, an injectabie solution for 
symptomatic relief in collagen dis- 
eases, varicose vein complications 
and certain dermatoses, is being 
marketed by Minnesota Pharma- 
ceutical Laboratories, Inc. Each 
ml. contains 25 mg. adenosine-5- 
monophosphate sodium, and 100 
meg. cyanocobalamin. 

Available in 10 ml. multiple 
dose vials. 


lsotope Indicator 

Radio-Hippuran sterile solution 
(I'51) has been introduced by Ab- 
bott Laboratories, who recommend 
it as a fast and precise method of 
comparing renal clearance as an 
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index of kidney function. Radio- 
Hippuran is radio-iodo-hippurate 
sodium (I'5!), supplied as a sterile, 
pyrogen-free solution in rubber 
stoppered vials. Each ml. contains 
0.2 to 1.5 me. 


Ophthalmic Suspension 
Burroughs Wellcome & Co., Inc., 
announces the introduction of Cor- 
tisporin, a new ophthalmic suspen- 
sion, and recommends the product 
for conjunctivitis, blepharitis, an- 
terior uveitis, chemical and_ther- 
mal burns of the cornea, and sev- 
eral other conditions. 
Cortisporin is said to reduce in- 
flammation and edema, relieve 
(Continued on next page) 


For further information see postcard opposite page 150. 
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SURGEONS GLOVES 
ly SEAMLESS 


CREST Surgeons’ Gloves by Seam- 
less are +7 percent thinner and softer 
than standard weight Brown Milled 
Gloves. Hypoallergenic CREST 
Gloves provide the ultimate in sen- 
sitivity. Radial bind across palm and 
knucklesis nonexistent. Hand fatigue 
is eliminated. CREST Gloves are 
especially recommended for brain, 
eye and vascular surgery. A ‘“‘Spe- 
cialist’s” glove for specialty surgery. 
Order SR-832 from your Seamless 
dealer today. 
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We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 
no slipping, minimum irritation, 
and it’s easy to handle . . . PRO- 
CAP pulls off the roll easily, sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmly in place as long as needed— 
without itching—and leaves no 
gummy residue. 

PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 
ical quality tape available. 


*Zinc propionate; zinc caprylate. 
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pain and itching, and permit heal- 
ing with minimal scarring. Each 
cc. contains 10,000 units Polymy- 
xin B Sulfate, 5 mg. neomycin sul- 
fate, and 10 mg. hydrocortisone 
(one percent) in a sterile saline 
vehicle isotonic with tears. Sold in 
bottles of 5 cc. with sterile drop- 
per. 


Diet Control 

Tenuate Dospan, a new prolonged 
action tablet for hunger control, is 
recommended by the manufacturer, 
the Wm. S. Merrell Co., division of 
Richardson-Merrell, Inc. 

Because of an almost complete 
lack of CNS stimulation, Tenuate 
is particularly indicated for obesity 
complicated by cardio-vascular dis- 
ease, diabetes, or pregnancy. 

Supplied in bottles of 100 tablets, 
each containing 75 mg. of Tenuate. 


New Cold Tablet 
Win-Codin, containing codeine, 
Neo-Synephrine, aspirin, chlor- 
pheniramine maleate, and ascorbic 
acid, is being manufactured by 
Winthrop Laboratories. It is sug- 
gested for the relief of symptoms 
of the common cold. 

Supplied in bottles of 100  tab- 
lets. 


Allergy Relief 
Vistaril, a psychotherapeutic man- 
ufactured by ‘Chas. Pfizer & Co., 
Inc., is recommended by the firm 
for relief from a variety of aller- 
gies including hay fever and urti- 
caria. According to Pfizer, Vistaril 
also has provided a considerable 
degree of relief in drug allergies 
by controlling pruritis. 

Supplied in capsules of 25, 50, 
and 100 mg. 


Arrhythmia Treatment 
Cardioquin, a new organic quini- 
dine molecule (quinidine galactu- 
ronate) for the treatment of cardiac 
arrythmias has been introduced by 
the manufacturer, Purdue Fred- 
erick Co. The firm reports its 
studies show that the drug restores 
normal sinus rhythm in patients 
with arrhythmia without the un- 
desirable gastro-intestinal side ef- 
fects which limit the effectiveness 
of conventional quinidine salts. 
Supplied in bottles of 50 tablets. 
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Nasal Decongestant 

MSC Triaminic, manufactured py 
Dorsey Laboratories, a division of 
the Wander Company, is :narketed 
for the promotion of drainage of 
nasal and paranasal passiges, and 
to prevent or arrest histamine-jp. 
duced damage. 

The preparation contains 50 mg. 
phenylpropanolamine hydrochlor. 
ide, 25 mg. pheniramine maleate 
25 mg. pyrilamine maleate, and 4 
mg. methscopolamine nitrate. 

Supplied in bottles of 50 timed. 
release tablets. 


Vasodilator 
Roniacol, recommended by the 
manutacturer for the treatment of 
dliseases associated with impaired 
peripheral circulation, has been re. 
leased by Roche Laboratories divi- 
sion of Hoffman-La Roche, Inc. 

The Roniacol Timespan tablet 
contains 150 mg. Roniacol Tar. 
trate in a slow-release form, and 
relieves symptoms of certain circu- 
latory disorders for approximately 
12 hours. 

Available in red, sugar-coated 
tablets, in bottles of 50. 


Gastric Acid Inhibitor 
According to McNeil Laboratories, 
Inc., Nacton selectively inhibits 
hydrochloric acid formation at its 
source —the parietal cell — with- 
out reducing the protective alka- 
line nonparietal secretions of the 
gastric mucosa. 

Nacton is recommended in 
treatment of peptic ulcer, hyper- 
chlorhydria, pancreatitis, “dump- 
ing syndrome,” and other similar 
conditions. 

Available as 4 mg. scored tab- 
lets, in bottles of 100 and 500. 


New Steroid 
A newly developed anabolic ster- 
oid, Adroyd, has been introduced 
by Parke, Davis & Company. It is 
intended primarily for persons 
who need supportive treatment 0 
help restore or maintain proper 
metabolic balance, as in post-surgi- 
cal, postinfectious, and convales- 
cent patients. 

Adroyd (oxymetholone) is sup- 
plied as 10 mg. scored tablets in 
bottles of 30. 
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PICS 


| MBACTERIAL SPORE TEST STRIP | 
Clostridium sporogenes 
Spore Population: 100,000 (average) | 


AMERICAN STERILIZER COMPANY 


| 
| Lot No. 9PA 


AMERICAN 
STERILIZER 


bacterial spore strips 


Makes Available To Every Hospital 


e A positive test of sterilizing efficiency 


@ Through a simple technic 


e Involving organisms of known populations 
in three established heat resistances 


@ For culture tests to be completed in the 


hospital laboratory or, at a modest 
additional cost, by the AMSCO Research 


Laboratory. | 


— 
| speroe 


BACTERIAL SPORE STRIPS 


logical index i 
A Write today for complete 
information about this long 
awaited development... 


bulletin MC-575. 


AMERICAN. 


STERILIZER 


ERIE*PENNSYLVANIA 
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CRUSHING INJURIES THE CHEST 


Breathing done for the patient to produce alkalotic apnea 


PATIENT 


VARIABLE 
MOTOR SPEED 


Prolonged passive hyperventilation by means of fixed 
volume intermittent positive pressure has aided dramati- 
cally in saving lives of patients with severely crushed 
chests — lives which once would have been considered 
hopelessly lost. 


The method replaces the alternating positive and sub- 
atmospheric pressures of active respiration, and provides. 
in effect, “internal pneumatic stabilization.” This elimi- 
nates paradoxical respiration and overriding of costal 
fragments, and can replace ail external means of chest 
wall stabilization. It prevents hypoxia and hypercarbia, 
and produces a mild sedation. 


By maintaining a short positive pressure phase between 
extended pauses. circulation and blood chemistry are not 
seriously altered. No later ill effects have been seen. 


The equipment used in this technique is the Mueller- 
Mérch Piston Respirator, which provides a constant stroke 
volume which may be adjusted from 0 to 3,600 ml. It 
pumps room air or oxygen mixture through a humidifier 
to the tracheostomy tube. with a specially designed check- 
valve in the system near the tracheostomy tube to ensure 
exhalation as soon as the desired stroke volume has been 
delivered to the lungs. 


VARIABLE 
CRANK 


HUMIDIFIER 


> 


CYLINDERS 


PISTON 


AIR INTAKE ~ > FILTER 
OXYGEN 


Since the Mueller-Mérch Respirator has sufficient stroke 
volume to compensate for laryngeal leakage. an uncufled 
tracheostomy tube is preferred. The uncufled Morch swivel 
tracheostomy tube delivers adequate ventilation. also pre: 
vents excessive pressures in the lungs, and stops secretions 
from entering the trachea by blowing them toward the 
mouth where they are easily accessible to the nursing 
staff. The considerable disadvantages of the cuffed tube 
are eliminated. 


The Mueller-Morch Piston Respirator is easily adjusted 
by balancing the stroke volume and rate of respiration 
against the patient’s tracheobronchial resistance and pul: 
monary compliance. Alveolar COs tension is lowered just 
to the point that renders the patient apneic. 


The unit is compact, and built to operate over pro: 
longed periods without need of servicing. It is designed to 
fit under most hospital beds. May be used to continue 
therapy in automobile, ambulance. aircraft— an auxiliary 
hand bellows is incorporated for such use — or in case of 
electrical power failure, as well as in transportation of 
patients to other parts of the hospital. 


Detailed brochure and reprints are available 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILLINOIS « DALLAS e HOUSTON e LOS ANGELES « ROCHESTE®, MINN. 
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Accuracy and Error in the Lab— 


Part 2: Factors in Accuracy 


In this second article on accuracy 
wd error in the laboratory, the 
many factors in accuracy will be 
\isted—first in outline form, from 
the more general to the specific. 
Beginning with this article, the 
listing will then be enlarged upon 
and illustrated, continuing next 
month. 


FACTORS IN ACCURACY 

|. Arrangement in the labora- 
iory: departmental arrangement, 
space, efficiency, noise. 

2. Scientific atmosphere in the 
laboratory: supervision, direction, 
rules and regulations, library, con- 
ferences, ideals of service to clini- 
dan and patient, morale. 

$. Individual qualities of medi- 
cal technologists: native ability, 
education, experience, technical 
skill, attitudes, working speed, 
“the personal equation,” honesty, 
carefulness, attention to detail, 
habits, physical characteristics, psy- 
chological factors. 

4. Obtainable accuracy: inherent 
or unavoidable errors in the test, 
significant figures. 

5. Desired accuracy: accuracy 
necessary or desirable for clinical 
purposes. 

6. Selection of tests and technics: 
suitability for the particular lab- 
oratory and person doing tests, 
technic manuals, new tests. 

7. Materials, chemicals, and_re- 
‘gents: source, quality, storage, de- 
terioration. 

8. Equipment apparatus: 


Director, clinical and research laboratories, The 


~ 4 Clinic and Broaddus Hospital, Philippi, 


FEBRUARY, 1961 


By E. E. Myers, M.D.* 


selection ol, cost, sensitivity, cali- 


bration, care in use, maintenance. 

9. Specimens: collection, preser- 
vation, deterioration, selection ol 
portion, relation to other persons 
and departments. 


10. Patient: fasting state, ner- 
vousness, Cooperation, malingering. 


11. Environment: temperature, 
barometric pressure, humidity, con- 
tamination. 


12. Performance of the test: tech- 
nic, time element, relation to other 
tests. 

13. Clerical: labeling, record- 
ing, writing and copying of reports, 
involvement of other hospital de- 
partments. 


14. Controls—general: 

a) Standards: source, type, re- 
liability, method of checking. 

b) Normal control: single speci- 
men, pooled specimen. 

c) Positive and negative controls. 

d) Statistical control: +epetition 
of tests, percentages, averages, eval- 
uations, reproducibility. 

e) Control in time: comparison 
with previous results. 

f) Duplicate analyses. 

g) Reverse approach check. 

h) Two-procedure check. 

Two-person check. 

Two sources of 
check. 

k) Correlation with other tests. 

1) Clinical correlation. 

m) Reference laboratory. 


materials 


15. Controls—specific: 
a) Selected for each test. 
b) Allowable variation. 


ARRANGEMENT 


The laboratory should be arranged 
by departments with sufficient sep- 
arate working space for each test 
or similar groups of tests, and sufh- 
cient floor space and table space 
per technologist. 

Efficiency is closely related to 
accuracy. Careful study should be 
made to provide maximum work- 
ing efficiency. Noise and distrac- 
tion should be minimum, since 
they prevent concentration and 
contribute to error. Optimum 
lighting will help avoid the fatigue 
due to eye strain, and will other- 
wise promote efficiency. 

Arrangement should be such as 
to make it as easy as possible for 
the technologist. Time-saving de- 
vices and worry-saving devices will 
help prevent error.** 


SCIENTIFIC ATMOSPHERE 
Everyone in the laboratory should 
have as his guiding principle the 
performance oi the highest possi- 
ble type of scientific work as ac- 
curately as required for the particu- 
lar test. The director of the lab is 
responsible for the development of 
this atmosphere by precept and ex- 
ample, and by encouraging self- 
discipline. 

Everyone should expect close 
analysis of all phases of the work 
and open discussion of all possible 
sources of error. Technics should 
be carefully selected, adapted, and 


(Continued on page 112) 


** These factors are discussed in a previous series, 
‘Fificiency in the Laboratory,’ Hospital Topics 
Jan. 1954-April 1955; available in reprint. 
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When emergencies occur, any of several facilities 
become instantly required. The new NCG Recovery 
Planning brings to the bedside all necessary supply 
lines. Oxygen, vacuum and electricity, are on hand. 
Astandard blood pressure apparatus mounted so it 
can be rotated for good visibility is ready, and an 
emergency signal switch is in easy reach so that help 
can be summoned without abandoning the patient. 
When the Nursing and Service Unit is not in use, 


the ceiling mounted unit telescopes up and out of 


the way. 


Send for complete information today. No obliga- 
tion. Ask for NCG Bulletin NM-220.000-M-6B. 
NATIONAL CYLINDER GAS DIVISION 
OF CHEMETRON CORPORATION, 840 N. 
Michigan Avenue, Chicago 11, Illinois. 


CHART RECORDING SIMPLIF IED. 
new NCG Charting Desk makes a maximum 
number of charts available simultaneously 
to eight people at a central point. Very flexi- 
ble, it may be adapted tv fit various loca- 
tions. Write for NM-201.050-M- 6B. 


immediate care 


COMPACT ELECTRONIC HEART 
MONITOR warns of cardiac emergencies 

. . Now a single, six ounce instrument, 
the Veling Heart Monitor, translates the 
electrical activity of the heart into audible 
or visual signals as desired. Write for NM- 
155.000-M- 6B. 


VACPAK answers all needs for respiratory 


and suction therapy .. . provides vacuum 
for intensive care of post-operative cardio- 
vascular, thoracic and other cases where 
vacuum in low ranges is required. Write for 
NM-VACPAK-M-6B. 


ATIONAL CYLINDER GAS 


Diviion of- CHEMETRON / 
©1961, CHEMETRON CORPORATION 
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FACTORS IN ACCURACY 
(Continued from page 109) 
applied through a system of direc- 
tion and supervision. Accurate re- 
sults cannot be expected where 

slipshod methods are tolerated. 


ence books should be available in 
the laboratory as an encourage- 
ment to look up data when ques- 
tions arise. 

Conferences of the director with 
all laboratory personnel and with 


New tests must be critically individual departments are needed 
evaluated. A research attitude frequently to keep everyone alert 
should be maintained, even for 


routine tests. 
An adequate library with refer- 


and responsive to his resposibilities. 
Persons doing tests should feel re- 
sponsibility toward the patient; 


STOP! 
don’t 
wrap 

another 

iv board! 


use the 
A 
SYSTEM 
Try it just once — you'll agree: it’s easy as A-B-C. Vitalaleltyly Ceeyiie 
Simply take the IPCO Arm Board off the shelf, put tigate } 
the Disposable Dura-Wevet Sleeve on and you're i 
. . . . 
ready to administer the intravenous solution. After ‘ 
its one-time use, the sleeve is discarded and with : 


it danger of cross-infection. The arm board itself 
is now ready to be used again. It eliminates time- 
consuming and costly preparation of makeshift arm 
boards, costs less than gauze and tape. 


The |.V. Arm Board System is composed of two 
parts: 


ARM BOARD: Plastic foam is combined with special 
rigid support, then completely encased and elec- 


tronically sealed in a heavy gauge vinyl cover. 


DISPOSABLE SLEEVE: High absorption Dura-Wevet 
material prevents skin irritation. 


TA product of Scott paper 


Free Samples available. 


*Better Patient Care . . . an IPCO specialty 


a complete source for 


hospital supplies 
and equipment 


ipco 


IPCO HOSPITAL SUPPLY CORPORATION, 161 SIXTH AVENUE, NEW YORK 13, N.Y. | 
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this will make them more carefy, 
Good morale, or esprit de Corps, 
is probably the most importay 
factor in good, accurate, depené. 
able laboratory work—which my 
be summarized as everyone trying 
hard to do the best he can for th 
laboratory, clinician, and the p 
tient—and enjoying it. If studens 
are taught, special precaution; 
must be used to avoid errors, 
(Many of these points are pr. 
sented in “Training Medical Tec, 
nologists.” Hospirat Topics, Jan. 
Oct., 1959; available in reprint) 


The third article in this serie 
will appear next month. 


Highlights of NCCMT's 
Annual Report 


Getting set to meet problem 
created by the change from two to 
three years of college prerequisite 
for admission to AM.A-approved 
schools of medical technology after 
January of next year has been a 
major focus of activity, the Nation. 
al Committee for Careers in Medi 
cal Technology 
“Annual Report.” 

Although enrollment in AMA: 
approved schools last year con: 
tinued its upward trend —from 
3209 students to 3553 — the change 
to three years plus one poses severe 
recruitment difficulties in a poss: 
ble one-year gap in enrollment. Ef 
forts to ease the lost year of en 
rollees included a new_ brochure 
(“Announcing New Academic Re 
quirements and Science Prerequi- 
sites for Medical Technology’), 
mailed to educational and counsel 
ing personnel in schools; anothet 
brochure, mailed to executive sec 
retaries of medical societies; revi 
sion of existing literature and 
films; and an informational cam- 
paign for key audiences. 

In the scholarship ficld, guide: 
lines were developed for a nation 
wide program to make medical 
technology available to more stl 
dents, a state-by-state listing 
sources of aid was conipiled and 
published, and a scholarship bank 
—through which loca! or state 
committees can deposit funds 
NGCMT will disburse for them 
their authorization — wis formel. 
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TOPICS 


Two new scholarships were an- 
jounced. 

4 three-year pilot study of cur- 
cla, technics, and materials for 
gedical technology and _cytotech- 
mology instruction at AMA-ap- 
soved schools in Alabama was 
jaugurated. 

Requests for information and 
yders for printed materials from 
ie Registry of Medical Technolo- 
‘its continued to increase. In 1959- 
i, the Registry distributed 334,888 
vices Of printed matter against 
98,848 the previous year. 


Medicine, Math Merge 

in CP Fight 

\atisticians are joining medical 
nen in the war against cerebral 
aly. They believe that “clusters 
{ occurrences” among the thou- 
ands of cases they are studying will 
wow the search for causes of 
ni preventive measures against 
ihe illness. 

The government project has en- 
sted the services of private firms, 
hospitals, and government insti- 
tions. Planned five-year 
wudy, the paperwork begins with 
latagathering interviews and ob- 
ervations. The confidential forms 
awe coded and passed on by statis- 
icians to research obstetricians and 
pediatricians for interpretation. 
The study thus far is based on 
the social, economic, and medical 
backgrounds of 50,000 pregnant 
women. Additional study will cen- 
tr on the pregnancy as it pro- 
gresses, the delivery of the child, 
and its early growth. 


as a 


Diabetes Eye Disorders 
Due to Fats 
Long term complications of dia- 
betes including damage to tiny 
blood vessels of the eye appear to 
be due to an excess of fats in the 
blood, rather than sugar excess. 
John K. Finley, M.D., associate 
professor of ophthalmology at Han- 
temann Medical College, Philadel- 
phia, has reported there is also new 
fvidence that the degenerative 
changes in the eyes can be reversed 
by eliminating fats from the blood. 
Diabetes is the second-ranking 
Cause of blindness in the U. S. 
Starting with ten diabetic pa- 
Uents, Dr. Finley prescribed orally 
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administered heparin over a period 
of 18 months. Frequent examina- 
tions of the eyes for presence of 
fat-laden cells, recently shown to 
be a direct cause of diabetic blind- 
ness were also done. 

Although no major changes were 
expected for several years since the 
disorder is slow in onset and should 
therefore also be slow to resolve, 
definite retrogression has been seen 
in the eye lesions. 


The tiny blood vessels of the 
eye, long swollen by presence of 
the fat-laden material, responded 
more slowly, and this effect of hep- 
arin therapy was more difficult to 
observe, added Dr. Finley. How- 
ever, in the four patients in whom 
definite improvement was seen, re- 
peated careful observation of small 
areas of the retina showed that the 
vessels were gradually losing their 
redness and were decreasing in size. 


MAKE THIS FINGER-PUNCTURE STRENGTH TES 
e Prove it to yourself—draw your finger nail across the Nylon 
Film . . . then try to force fingertip through. See how ob- 
are safely protected 


from 


puncture contaminatio 


NYLON 


AUTOCLAVABLE FILM 
DURABLE * REUSABLE * TRANSPARENT 


It is steam permeable yet impermeable to bacteria, keep- 
ing contents sterile till needed. Highly effective, it resists 
tearing or puncture and is reusable for repeated auto- 
claving, an important economy feature. Use normal ster- 
ilization techniques up to 287°F. Transparency of Nylon 
Film permits immediate identification of contents. Avail- 
able in 13 widths from 1” to 25” and in 2 thicknesses. May 
be cut to desired length for instruments or packaging 
of linens and dressings. Sealed, sterilized contents may 
be stored in original package until required. 


write for descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION 


123 E. Montecito +» Sierra Madre, Calif. 


For further information see postcard opposite page 150. 
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on any of the product, 
please check the Buyer; 
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700. Rectalyt 

New rectal medication and application com- 
bined in a single unit is a water-miscible 
polymer vehicle containing hydrocortisone 
and the new sulfonamide, sulfauridin. Be- 
cause of the polymer base, the active in- 
gredients cling to the walls of the rectal 
canal and spread upward into all folds, 
cracks and crevices in an ever-widening area 
along the lining of the rectal pouch. Does 
not have to melt to be therapeutically ac- 
tive; instantaneously effective when anorec- 
tal swelling and pain are problems that 
can be remedied by topical medication. 
Adheres to wet or dry surfaces, controls 
inflammation, facilitates wound repair, mini- 
mizes postoperative scarring. Disposable con- 
tainer-applicator does not soil hands or 
clothes. Mallon Division, Doho Chemical 
Co., 100 Varick St., New York 13, N.Y. 


701. Stretcher blanket 

A combination compact stretcher and extra 
tough blanket makes casualty handling and 
removal faster and more efficient. Made of 
vinyl-coated nylon fabric, it is highly tear- 
resistant, waterproof, flame- and mildew-re- 
sistant. Six feet by six feet, with large metal 
eyelets to permit lacing shut or using with 
rope as a lowering sling, it has four web 
straps with loop handles which can be used 
with or without poles. Can-Pro Corp., 19 E. 
McWilliams St., Fond du Lac, Wis. 


Contributions to this department are welcome, but copy and 
photographs cannot be acknowledged or returned. Please include 
the brand name, if any, together with the complete name and 
address of the manufacturer. Send releases to the attention of 
the New Products Editor, Hospital Topics, 30 W. Washington St., 


Chicago 2, Ill. 


cle” 
702. Alco-Rub 


A spray-on_ product, 
Alco-Rub with G-11, 
Hexachlorophene, is 
ideal for use as a dis- 
infectant for diagnostic 
instruments, ultrasonic 
transducers, diathermy 
applicators; as a spray 
for skin preparation be- 
fore hypodermic injec- 
tions: and as a refresh- 
ing alcohol spray, ef- 
fective against contact 
dermatitis, for massage, 
bath, or rub. Affords 
fast, convenient method 
of guarding the patient 
against cross-infection 
from table tops, instru- 
ments. In 6- and 16 oz. 
sizes. Schuco Industries, 
Inc., 75 Cliff St., New 
York 38, N.Y. 
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703. 10-second x-ray 

New radiographic process that reduces x-ray 
exposure by approximately 80 percent and 
produces finished pictures in 10 seconds has 
been announced by Polaroid Corp., Cam. 
bridge, Mass. Called MD/RR, process js 
10 to 15 times more sensitive than conven. 
tional technics. Features dry development 
needs no chemicals or darkrooms. X-ray 
packet can be handled and loaded in broad 
daylight; finished radiograph is a_ positive 
print on photographic paper. Contrast and 
detail visibility are more than adequate 
for the study of gross fractures, dislocations, 
hip pinnings and many surgical procedures 
involving contrast media such as_ T-tube 
cholangiograms. Associated equipment man- 
ufactured by, and distribution handled by 
Picker X-Ray Corp., 25 S. Broadway, White 


Plains, N.Y. 


704. Portable wheel stretcher 

New stretcher, which lifts off a portable 
base, makes lifting easier and patient more 
comfortable during transfers. It is estimated 
the lightweight, waterproof stretcher elimi 
nates eight or nine body movements—the 
patient remaining on it from the scene of 
the accident, through examination, X14) 
(it is transparent to x-ray), to OR or bed 
Folds to 5” width. Orthopedic Frame Co, 
420 Alcott St., Kalamazoo, Mich. 
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105. Spray-on dressing 

(lear, transparent Aeroplast is now avail- 
able in all three sizes of aerosol containers: 
for surgery; 6-0z. for general utility; 
302. for doctor’s bag, office, or hospital 
dressing carts. Developers report routine 
application has done away with the need 
for the pale yellow tint which was added 
to the product when it was introduced to 
aid in defining the dressing area and help 
aoid excess application. Clinical reports 
demonstrate the part dressing can play in 
controlling surgical wound infection, pro- 
tecting against excoriation of skin, and in 
treating and helping avoid decubitus ulcers. 
\eroplast Corp., Dayton 3, O. 


106. Beverage server 

Disposable beverage pitcher holds full quart; 
snap-on stainless steel lid is sold separately. 
Used for one patient only, there is little 
danger of contamination or cross-infection. 
Colonial Hospital Supply Co., 5115 Ravens- 
wood Ave., Chicago 40, III. 


107. Surgical air drill 

New surgical drill is entirely air-powered- 
wholly free from electrical connections, and 
wholly explosion-proof. Provides the sur- 
geon with fingertip control of precise cutting 
burrs and drills rotating at smooth, power- 
ful, vibration-free speeds up to 60,000 rpm, 
‘ompared with the 13,000 to 18,000 rpm 
of conventional electric engines. Cool, quiet, 
lightweight. V. Mueller & Company, 330 S. 
Honore Chicago 12, IIL. 
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708. SBT-12 

New hospital antiseptic 
spray kills on contact 
hospital patheogens in- 
cluding 
sistant 
Fast, eflective treatment 
of all surfaces. Especial- 


antibiotic - re- 
staphylococci. 


ly useful operating 
isolation 
areas. Non - irritating, 
non-corrosive, extended 


room 


residual activity. Lever 
Bros. Company, 390 
Park Ave.. New York 
22, N.Y. 


23 


709. Zephiran 
New spray provides 
quick over-all skin dis- 
infection with Zephiran 
Chloride (brand of re- 
fined benzalkonium 
chloride) tinted tincture 
1:750 in aerosol form. 
Contains washable col- 
oring agent that out- 
lines the area of ap- 
plication Winthrop 
Laboratories, 1450 
Broadway, New York 
16, BY. 


710. Surgeon’s scrub file 

New scrub file of stainless steel is designed 
as a companion piece to the surgeon's all- 
nylon hand brush. As shown, the file clips 
onto the inside of the scrub-brush handle, 
permitting both to be autoclaved in any 
standard brush dispenser. The point of the 
file, protected while clipped inside the 
brush handle, is diamond-shaped for more 
thorough cleaning. While file is being used, 
clip acts as non-slip handle. Non-corrosive 
stainless steel prevents rusting. Edward 
Weck & Co., Brooklyn 1, N.Y. 


711. Lab test slips 

A series of 19 different laboratory report 
forms in snap-out, triplicate style, for use 
with patients’ names plates, is available. 
The report slips have interleaved carbons, 
and the original has a strip of pressure- 
sensitive adhesive on the back for easy at- 
tachment to master report sheets. Samples 
on request. Physicians’ Record Company, 
3090 S. Ridgeland Ave., Berwyn, III. 


712. Warning unit 
New unit, especially designed for hospital 
operating rooms and other locations where 
hazardous grounding of isolating voltage 
systems may be encountered, is UL ap- 
proved, will detect a leakage to ground of 
up to 60,000 ohms, and will allow no more 
than two milliamps to pass through the iso- 
lated voltage system to which it is installed. 
Green signal light located within view of 
the anesthetist indicates normal condition. 
When a ground occurs, red light goes on, 
and buzzer sounds. Buzzer may be turned 
off; red light remains on until fault is cor- 
rected. Zenith Electric Co., Dept. HT-11, 
152 W. Walton St., Chicago 10, Il. 
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QUEBEC by Ernest Henenfeld, opposite page, is available 


in a handsome wide-margin print from Professional Services, 


Abbott Laboratories, North Chicago, Iilinois 


In picturesque too, 


Pentothal is an anesthetic of choice 


Physicians in Quebec speak two languages, but in both they agree on Pentothal. + They like 
its smooth induction with absence of delirium . . . the easy moment-to-moment contro! over 
depth of narcosis .. . the patient’s rapid emergence from unconsciousness . . . the relative 
freedom from postoperative nausea. + They know that Pentothai is the one intravenous 
anesthetic proved by a quarter century of practical clinical experience. + We invite you, tod, 
to join the physicians of 75 lands who prefer Pentothal and specify it regularly. 


(THIOPENTAL SODIUM, ABBOTT) 
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To save a life in cerebral edema 
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— 
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Ureaphil is an intravenous form of urea, recently introduced 
by Abbott for use wherever prompt diuresis is important. 
Response to Ureaphil can prove dramiatic, even life-saving, in 
cerebral edema or oliguria following burns, surgery, and trauma. 

Ureaphil provides the doctor a classically simple way to 
eliminate excess water. It disperses rapidly in the body fluids, 
and quickly finds its way to the renal tubules. Here it promptly 
cuts reabsorption of water by raising osmotic pressure. 

This mechanism is normal and physiologic. It often 
produces diuresis even where potent mercurials 
become ineffective. 

Ironically, though urea’s diuretic efficacy has been known 
in oral form for a century, almost nobody used it. It tasted 
terrible, was hard to get down and keep down. 

This problem is eliminated in intravenous Ureaphil, and 
the product is proving invaluable for difficult cases. 

Ureaphil is indicated in cerebral edema before or during 
surgery, and sometimes where surgical intervention is not 
needed; and to counteract oliguria following burns, surgery, 
and trauma. It is useful after prostatectomy, when an 
abundant flow of urine may eliminate need for bladder 
irrigation. It is helpful, too, in edema due to heart failure, 
especially where mercurials cease to produce the desired effect 

Would you like more complete information? . Write 
Professional Services, Abbott Laboratories, North Chicago, Ill. 


_UREAPHIL 


Yea for Injection, Abbott) 
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713. Suction machine 

Stainless-steel surgical unit has two 
complete, separate suctions same 
abinet, Operating independently, 
offering both surgeon and anesthetist 
any degree of suction required with- 
out interference. ‘Two one-gallon_ col- 
lections «jars with 
prevent fecal 


overflow — traps 
matter from entering 
machine; gauges calibrated in inches 
and mm. of mercury vacuum; large 
storage drawer. Fully Underwriters’ 
approved for hazardous locations. 
Pratt Hospital Equipment Mfg. Co., 
3007 Southwest Drive, Los Angeles 43, 


Calif. 


114. Swab Aids 

New Betadine Swab Aids, disposable 
antiseptic applicators for minor 
wounds, cuts, abrasions, burns, are 
hygienically wrapped in individual 
cellophane tear-off envelopes—100_ to 
4 sttip—packed in a dispenser box 
designed for easy wall mounting. Each 
Swab Aid contains Povidone-Iodine 
NND, the most effective germicidal 
iodine complex that does not sting, 
Sain, sensitize or irritate. Ideal for 
‘mergency rooms. Tailby-Nason Co., 


390 Fifth Ave., New York 1, N.Y. 
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715. Vinyl tubing 

Vinyl-Tube, budget-priced new tubing 
of clear vinyl, is designed to handle a 
wide range of chemicals. Soft and flexi- 
ble, even at —0° F, tubing is easy to 
use; grips tightly on glass or metal— 
in many instances eliminating need 
for clamps—and slips quickly over tu- 
bulatures. Highly polished bore mini- 
mizes accumulation of minute parti- 
cles which might contaminate solu- 
tions. Relatively low surface tension 
permits more complete drainage. Ideal 
for piping that is to be cleaned “in 
place”. shows line condition at a 
glance; easy to store. Seven sizes, all 
1/16” wall, 50 feet to a package. Fish 
er Scientific Co., 444 Fisher Bldg., 
Pittsburgh 19, Pa. 


716. Syringe attachments 
Attachments fit standard syringes to 
fill them automatically time after 
time to whatever volume is set. Pat- 
ented construction permits setting to 
be changed at will, and attachments 
to be put on or taken off instantly 
wtihout changing the sciting. Orig- 
inally introduced in 2 cc. size, the at- 
tachments are now available in 2-, 5- 
and 10 cc. sizes. The 4 cc. tuberculin 
syringe fits into the 2 cc. size by use 
of an adapter. Similarly, the 1 cc. 
tuberculin and the 50 and 100 micro- 
lite syringes fit into the 10 cc. size. Ad- 
justing screw permits setting, the sy- 
ringe becoming an automatic pipette. 
Scientific Instruments, Inc., 15 Park 
St., Springfield 3, Mass. 


717. Heart recorder 

Improved tape recorder specifically 
designed for recording and _ listening 
to heart and other physiological sounds 
is available. In addition to recording, 
may be used as an amplifying stetho- 
scope and as a playback device for lis- 
tening by an individual or, with ad- 
ditional audiophones, by groups up to 
10 persons. In addition to teaching, 
unit is useful as an aid in keeping 
clinical records, in clinical diagnosis, 
and in research. Highly sensitive body- 
contact microphone picks up faintest 
murmurs. Sanborn Co., 175 Wyman 
St., Waltham 54, Mass. 


718. Circumstraint 

Latest model of Circumstraint, infant 
restraining device, has four instantly 
adjustable straps that button over 
baby’s limbs. Accommodates infants of 
all sizes; immobilization is complete 
in seconds. For use during circumci- 
sions, X-ray, transfusions and other 
procedures. Does away with pins, 
creeping towels. Infant is fully visible. 
Smooth, non-porous surface easily dis- 
infected. Raised platform between 
legs holds instruments. Olympic Sur- 
gical Co., 1319 Second Ave., Seattle 1, 
Wash. 
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719. Needle sharpener 

New, improved hypodermic needle 
sharpener will resharpen any needle 
as good as new and can be set for four 
basic angles by a very simple adjust- 
ment. The portable AC plug-in unit 
also has application for sharpening 
scissors. Abrasive belt is inexpensive 
and easily replaced. Fully guaranteed. 
Best Products Company, 2620 W. Ad- 
dison St., Chicago, 


720. Absorbable hemostat 

Surgicel Absorbable Hemostat, unique 
new material, for control of obstinate 
hemorrhage is available. Chemically, 
it is oxidized regenerated cellulose, 
manufactured by a new process that 
provides chemical and biological uni- 
formity, assuring surgeons a_predict- 
able hemostatic response. Does not 
depend on the normal clotting mecha- 
nism or require addition of thrombin 
to effect hemostasis, permitting it to 
be used successfully on all patients, 
including hemophiliacs. Completely 
absorbed by the body tissues follow- 
ing application. No untoward reac- 
tions. Although Surgicel produces 
hemostasis in two to three minutes, 
the manufacturer emphasizes that its 
use does not reduce the need for 
meticulous adherence to accepted sur- 
gical technics. Johnson & 


Johnson, 
Hospital Division, 


New Brunswick, 


721. Color coating 

New product which protects and im- 
proves appearance of asphalt pave- 
ments and floors, for indoor and out- 
door use, is available in grass green, 
concrete gray and brick red. Vynatex 
23 remedies shabbiness, drabness and 
incompatibility with general hospital 
decor. For entrances, walks, parking 
lanes, restricted zones, media strips, 
platforms and other areas. A compre- 
hensive color reaction chart, offered by 
manufacturer, different 
colors create feelings of tranquility, 
warmth, cheerfulness, etc. 
Light reflection and absorption charts 
also included. Maintenance, Inc., 
Wooster, O. 


shows how 


coolness, 


722. Magniflex 

New concept in lighting, the Magni- 
flex is especially designed for work 
in various fields, including medical 
laboratories. Optically-ground, double- 
convex magnifying lens, five inches in 
diameter, provides distortion-free mag- 
nification. Lens has focal length of 
13 inches, and a power of three diop- 
ters. A 22-watt circline fluorescent 
tube supplies cool, shadow-free  illu- 
mination that minimizes eyestrain and 
fatigue, and assures visual accuracy. 
Lamp has G.E. ballast, is U.L. ap- 
roved. Four models. Acme Lite Prod- 
ucts Co., Inc., Congers, N.Y. 


723. Illuminated clipboard 

New illuminated clipboard, providing 
ample light for note-taking, writing 
or reading instruments in any inade- 
quately lighted room is ideal for resi- 
dents, nurses, research lab workers 
and students. Uses ordinary flashlight 
type bulbs and easily replaceable 
standard size D batteries. Of long- 
lasting Masonite, 9’x141%”, the clip- 
board is coated with a scratch-resistant, 
light grey plastic finish. Steel lamp 
housing is finished in matching grey 
Hammertone. Clay-Adams, Inc., 14] 


et. East 25th St., New York 10, N.Y. 
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724. Electronic monitor 

Automatic electronic Monitor, pres 
ently available in two models, pro 
vides continuous, accurate reading 
of the patient’s vital functions. Boj 
the Pulse-Blood Pressure-Temperatuy 
and the Pulse-Temperature units hay 
the same digital pulse pickup consiy 
ing of a photo-cell and a light soure 
Each pulsation is immediately indic, 
ed by a blinking light and, when ¢ 
sired, an audible tone of variable j 
tensity. The pulse rate is integrat 
for direct, continuous reading on 
meter. Temperature pickups on bot 
consist of a small thermistor be 
sealed in a polyethylene tube. Tey 
perature may be taken by auxilian 
oral, esophageal or rectal method 
may be monitored at any time. 4 
four-minute intervals, systolic bloo 
pressure is automatically monitore 
\ir-Shields, Inc., Hatboro, Pa. 


ELLE 


725. Anesthalung 
An improved mechanism for use in 
surgery has been developed to aid the 
anesthesiologist in controlling rat 
and volume of a patient's breathing 
The Anesthalung unit, about the sit 
of an “E” type oxygen cylinder, weighs 
13 pounds and can be attached to aml 
standard anesthetic machine or mount 
ed in an anesthetic cylinder yoke, si 
ing space in the OR. Because of the 
low resistance in the gas system, littl 
inspiration or expiration pressure 
required by the patient, thereby % 
suring complete gas exchange in the 
lungs. In cases where controlled 
breathing is necessary, the unit gives 
automatic controlled respiration 
der the anesthesiologist’s  guidanct 
freeing his hands for other work. N® 
tional Cylinder Gas Division, Chem 
tron Corp., 840 N. Michigan Ave., 
Chicago, IIl. 
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lets air in at corners. Often seal out air. Hollow ribs as- 
a collapses and pinches shut. sure flow, won't bite shut. 
i Ordinary nipple requires The Rib Nipple allows gentle 
“push-pull” action to start “twist action”’ to start feeding 
—e feeding and insertion is often for newborn. Premies take 
too deep for newborn. Rubber more formula. Less burping, 
» aid the “PA 5) wx is frequently too tough to per- less colic. Rubber is soft, yet 
ng rate mit easy sucking action. withstands repeated washing. | 
reathing 
the siz 
weighs Special help for common problems. Sluggish eaters get a 
ot full feeding with less effort through the Rib Nipple. With the 
prompting of “‘twist action’’, premies take and hold more. 
"a “ Clinically proved with both normal and And cleft palate feeding is seldom a problem. 
fy hard-to-feed babies, lasts twice as tang Improves normal feeding action. With the Rib Nipple, the 
baby doesn’t eat too fast. Less spitting up. Supplementary 
‘ssure 1s plete ‘Sure-Grip’’ nurser. Contoured 
reby 2 CURITY bottle provides exceptionally feedings for the breast-fed are easier. The soft, functional shape 
gd firm grip. Square shape stores better. allows smoother feeding with new as well as older babies. 
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726. Parental technic trainers 

Two new training devices, molded of special plastics, per- 
mit the development of intravenous and intramuscular 
injection skills. The veni-puncture trainer, shown, is a 
simulation of the forearm, elbow and part of the upper 
arm, containing a pair of rubber veins under a_ plastic 
skin, with actual “blood” circulation obtained by a pressur- 
izing bulb. Proficiency in locating veins, inserting syringes 
to withdraw blood samples, and administering plasma # 
readily obtained with this anatomically correct unit. 
Intramuscular injection trainer is a simulation of the 
human buttocks that may be strapped over a_ nursing 
technics doll or worn by demonstrator. Alderson Research 
Laboratories, 48-14 33rd St., Long Island City 1, N.Y. 


727. Pediatric restraint 

New pediatric hand restraint that does not necessitate 
immobilization, called the Pediatric L-Bow Restraint, pro- 
tects the infant from possible self-injury by exploring 
hands after therapeutic procedure or during treatment. 
Made of smooth, non-toxic plastic, the device fits on each 
arm to render elbow action impossible. The infant is un- 
able to touch his head or torso, but is free to move other- 
wise. Easy to apply and remove, restraints also help prevent 
the crankiness and frustration caused by ordinary methods 
of immobilization. Sterilon Corp., 500 Northland Ave., 
Buffalo 11, N.Y. 


124 For further information see postcard opposite page 150. 


728. Skid-proof trays 

Present food service trays may be skidproofed to sy, 
breakage of dishes and glassware with Grip-Tite — narroy 
strips of special pressure sensitive material which bonds y 
plastic, aluminum or steel trays without special tools. Wij 
prevent skidding even if tray is wet. Odorless, sanitan 
Silite, Inc., 2600 N. Pulaski Rd., Chicago 39, III. 


CLINICAL 


suPPLY 


729. Surgical sutures 

Complete line of sutures on exclusive dispensing reels, in 
double plastic sterile packets with easy-tear notches. The 
reel eliminates completely the tangled and kinked suture 
strand. Packed in plastic boxes. No bactericide solution 
required, Inner packet can be resterilized at hospital. Clini 
cal Supply Corp., Surgical Suture Labs., Succasunna, N. ]. 


730. Stitch scissor 

The new Blackwood Stitch Scissor, said to be the first 
improvement in stitch scissors in 40 years, is available. 
Bringing a new concept to stitch removal in all bod) 
areas, the scissor eliminates the need for two instrument 
—a scissor to cut and a forceps to remove the stitch. Be 
cause of its unique patented feature, the new scissor not 
only cuts, but holds the suture so that it may be pulled 
from the tissue in one operation. United Surgical Supplies 
Co., Inc., Port Chester, N.Y. 


731. “Extra hands” 


A new mechanical device, invented by 
a private duty nurse, enables a lone 
nurse to hold an immobile or evel 
comatose bed patient comfortably on 
his side during bed adjustments o 
treatments. The device, called the 
Sierra Stroup Patient Support, is de 
scribed as “the equivalent of an extra 
pair of hands for a busy nurse.” Ii 
consists of a broad, smooth disc a 
fixed to an adjustable arm. The arm 
clamps to the bed rail and_ projects 
over the patient so that the disc presses 
gently but firmly against his body. 
The support was invented by the nurs 
to help her care for a severely injured 
250-pound man who needed frequet 
turnings and maintenance in 4 side 
position. One or more of the “hands 
may be used as needs indicate. Siem 
Engineering Co., R. A. Hawks Div 
sion, 123 E. Montecito Ave., Siem 
Madre, Calif. 
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132. Disposable half-sheet 

The new half-sheet size is an economy feature for us? 
examination tables, as well as a patient drape and 
sacot and pillow covering, where larger areas are to be 
covered, two are recommended. The 40x48” sheet is 
made of three plies facial tissue soft cellulose and is in- 
jividually folded for easy storage and accessibility to the 
yer. Its linen-like softness makes it pleasant to the touch, 
and it is completely free of rattle. Samples available on 
request. Busse Hospital Products, 64 East 8th St., New 
Yok 3, N.Y. 


\ 


1733. Alternating tourniquet 

New automatic device destricts alternately, in a uniform 
fashion, venous returns from the limbs, thereby alleviating 
acute pulmonary congestion. The constancy of reduced 
venous flow during alternations greatly minimizes possible 
cardiac strain, and reduces considerably the time and effort 
required of nurses in attending severe cardiac patients. 
Cordis Corp., 241 N.E. 36th St., Miami 37, Fla. 


734. Formica guards 

The traffic of operating room Guerney 
arts, patients’ beds and food carts 
in hospital corridors have long been 
the cause of a familiar problem—the 
constant bumping and marring of cor- 
ridor walls. Frequently, the pilaster 
cracked and chipped and had to be re- 
placed, involving repainting a section 
of the area, or an entire wall. Each 
tepair job required several weeks, and 
constituted a continuing maintenance 
expense. The new, laminated Guerney 
guards eliminate the problem. A strip 
of Formica, one foot wide, is applied 
directly to corridor walls, 31 inches 
from the floor line—at the height of 
the damage-causing beds and carts. In 
addition to withstanding the punish- 
ment of corridor traffic, the strips 
require minimum care to be kept anti- 
eptically clean. Formica Corp., a sub- 
sidiary of American Cyanamid Co., 
Cincinnati. O. 


FEBRUARY, 1961 


735. Linen inspection station 

New table affords a uniformly illuminated, shadowless 
work surface on which gowns, drapes, pack-wrappers and 
other such surgical linen can be inspected for pinholes, 
tears, and the like. Over-all dimensions are 72” long, 36” 
wide, 37” high. Work surface flanges and edges are white 
Formica; apron is also white Formica with front surface 
attractively interrupted with natural birch panel; ends 
are protected natural birch panels. Vertical uprights of 
chrome-plated square-tubing frame are equipped with ad- 
justable feet. Equipped with recessed switch, rapid-start 
ballast, and detachable cord; 110V, 60 cycle, A-C. The Mac- 
bick Company, 243 Broadway, Cambridge 39, Mass. 


736. Padded draw-sheet 

New type of padded draw-sheet, the Soft Ease pad, can 
be used on hospital beds instead of the conventional 
rubber sheets. According to the manufacturer, the pads 
help prevent bed sores, provide a cooler, more comfortable 
rest, and are a great labor saver for nurses and attendants. 
The new pad—a foam plastic encased in an envelope of 
two layers of 3-mil Visqueen film—is stainless and odorless. 


‘It is 30% wide and 70” over-all in length. The foam plastic 


padding, 30”x38”, is centered in the product with a lap 
of about 16 inches of double-thick polyethylene film at 
each end to allow for tucking under the mattress. Visking 
Company, 6733 West 65th St., Chicago 38, Il. 
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DISPOSABLE 
PLASTIC 
CATHETERS 


b SEAMLESS 


Disposable plastic catheters by Seam- 
less are ready for immediate use—fac- 
tory sterilized and pyrogen free. Indi- 
vidually packaged for longer shelf-life 
in heat-sealed plastic containers, they 
will not crack or deteriorate. Catheters 
by Seamless are economically priced to 
be disposable for one-time use at mini- 
mum cost, or they may be sterilized 
and re-used for greater savings. 
Seamless offers a complete line of 
plastic tubing as well as catheters in 
all sizes. Ask your surgical supplies 
dealer for information on any of the 
following: Catheters—Tieman, Nelaton, 
Robinson, DeLee Infant Tracheal, 
Oropharyngeal, Whistle-Tip, Endo- 
tracheal anesthesia; Tubes —Oxygen, 
, Suction, Levin, Premature Infant Feed- 
ing, Urinary Drainage. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 
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740. Distilled water 
Designed to meet the specific needs 
of expanding hospitals, new system 
described in Bulletin No. 162 pro- 
vides for large quantities of dis- 
tilled water to be always available, 
especially during peak-use require- 
ments. System combines four puri- 
fication methods, including steam 
condensation, followed by ion-ex- 
change, organic removal, and dis- 
tillation. Electrical resistance 
800,000-2,000,000 ohms. Barnstead 
Still and Sterilizer Co., 252 Lanes- 
ville Terrace, Boston 31, Mass. 


741. History of medicine 
The film 69.3, a capsule history 
of medicine, shown at the recent 
White House Conference on Aging, 
is available without charge. The 
thirteen - and -a- half- minute film 
shows how medical progress, de- 
veloping through the ages, has 
helped raise the average life ex- 
pectancy from about 20 years in 
ancient times to the present 69.3 
years. Produced under a grant from 
Pharmcc, Inc., and White Labora- 
tories, Inc., prints can be obtained 
from Institute of Visual Communi- 
cations, Inc., 40 East 49th St., New 
York 17; N.Y. 


742. Self-help devices 
New two-color catalog lists ap- 
proximately 20 items for daily use 
in the rehabilitation of minor or 
severely handicapped persons. W. 
R. Hausmann Woodwork, Inc., 
Medical Division, 1545-47 Inwood 
Ave., New York 52, N.Y. 


743. O.R. Equipment 

New two-color, 20-page catalog of 
operating room equipment pro- 
vides facts and specific construc- 
tion features for each unit; gives 
detailed what-to-look-for advice on 
the general subject of equipment 


For further information see postcard opposite page 150. 


Literature 


construction. Among Blickma, 
made units described in detail a 
instrument stands, hampers, bud 
ets, stools, irrigator stands, drup 
stands, instrument tables, spong 
and glove racks, and many other 
S. Blickman, Inc., 536 Gregon 
Ave., Weehawken, N.]. 


744. Instruments 

New 470-page catalogue illustrat 
over 4,200 surigcal instruments. |; 
cluded are new instrument develo 
ments for neurosurgery, E.E.N] 
and other fields of specialized ani 
general surgery. The Miltex lin 
of surgical needles, Erka blood pres 
sure appartus, and Heine diagnosti 
instruments are also illustrated. £ 
Miltenberg, Inc., 43 Great Jone 
St., New York 12, N. Y. 


745. Respiratory meter 
Bulletin 502 provides full detail 
on company’s portable respirator 
and test meter, a compact instr 
ment used to measure exhalation 
in respiratory testing service. Wil 
operate with a pressure differentid 
of only a few tenths of an inch 0 
water. Its rated capacity is 45 lites 
per minute of air at 1” w.c. differ 
ential. Included are additional 
data on design and application 
American Meter Co., 920 Payne 
Ave., Erie, Pa. 


746. Centrifugal pump 
New 12-page selection catalogue fo! 
users of centrifugal pumps 
available. Included are charts show 
ing the recommended temperatult 
and pressure ranges for 10 classi 
fications of pumps, from mints 
350° F. to plus 1,000° F.. and uy 
to 1,000 psig. Illustrations. desctp 
tions and specifications are shown 
for each. Dean Brothers Pump 
Inc., 323 W. 10th St., Indianapoli 
7, Ind. 
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CANNING 
(Continued from page 9) 
ondition, caused by excessive 


qoking, Causes temporary blind- 
yess Which may last for a few min- 
yes to an hour and a half or more, 
xcording to Halsted S. Hedges, 
\.D., professor emeritus of oph- 
thalmology, University of Virginia. 
The vision blackout, which has 
jothing to do with the direct ef- 
ects of cigarette smoke on the 
ees, can be incurred in one of 
wo ways, states Dr. Hedges. In 
some patients it is the result of a 
pam in one or more of the cere- 
bral blood vessels, induced by to- 
pacco smoking; in others it results 
fom a marked deficiency in ribo- 
favin and vitamin B12 in the 
blood, which causes a slow degen- 
eration of certain cells in the retina. 
The vision damage caused by 
excessive smoking can usually be 
corrected in a short time merely by 
the discontinuance of tobacco use. 
Dr. Hedges cites the case of a 37- 
year-old man with perfect distance 
vision, but who was unable to read 
aline of type. A chain smoker, he 
was advised to give up tobacco. 
He did, and in a month he could 
rad anything without any glasses. 


Take a Handful 

of Dirt... 

Dirt—the ordinary garden variety 
-is an important component. in 
laboratory studies on arthritis con- 
ducted by the National Founda- 
tion. 

Albert B. Dorfman, M.D., direc- 
tor of Chicago’s LaRabida_Insti- 
tute, and his associates, are particu- 
larly interested in unravelling the 
chemical structure of certain com- 
plex molecules — mucopolysacchar- 
ides—that seem to be involved in 
the arthritis disease processes. 

It has been discovered that or- 
dinary dirt contains bacteria which 
in turn contains an enzyme’ which 
in turn starts chemical reactions in 
connective tissue sugars in a way 
that can’t be duplicated by any 
other process known to chemists. 

The scientists literally take a 
handful of dirt, treat it to extract 
the bacteria, place the bacteria in 
sonic oscillator and shatter them 
with sound. In this way the en- 
wme can be obtained. _ 
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New Hope for 

Hayfever Victims 

A single injection under the skin 
is the technic in a newly developed 
treatment for persons allergic to 
goldenrod pollen and other aller- 
gens. 

Mary H. Loveless, M.D., asso- 
ciate professor of clinical medicine, 
Cornell University, states that the 
method is being tested throughout 
the United States. 

Based on her own tests, Dr. Love- 
less adds that the single shot is as 
safe as the conventional series of 
weekly injections. 

The allergen is prepared in an 
emulsion of petrolatum and_in- 
jected under the skin where it is 
released gradually, allowing the 
patient to build up antibodies, 
yet not causing the full onset of 
haylever. 


No Pellagra 

Here, Senor 

Pellagra, a deficiency disease, has 
been found only rarefy in countries 
where the tortilla constitutes a 
basic part of the diet. 

Three researchers at the Univer- 
sity of Wisconsin, think they have 
found why. The corn used in tor- 
tillas is treated with lime. 

A. E. Harper, B. D. Prinekar, 
and Prof. C. A. Elvehjem found 
that rats fed alkali-treated corn 
grow better than rats fed untreated 
corn. Alkali used in the treatment 
of the corn evidently makes the 
essential vitamin, niacin, available 
for absorption. 


Romantic Notions 
Short-Circuited by Pump 

If what Willem J. Kolff, M.D., of 
the Cleveland Clinic Foundation 
predicts is correct, romantic song 
writers of the future will be hard 
put to create the image of the 
bleeding, ecstatic, or broken heart. 

According to Dr. Kolff, total re- 
placement of the human heart with 
a mechanical organ should be pos- 
sible within three years. 

A small, motor-driven pump will 
replace the heart. ‘Two wires will 
come out of the chest and into 
a portable battery. The battery will 
last long enough to safely see the 
wearer from one electrical outlet 
to another, or to the cigaret lighter 
in his car. 


For further information see postcard opposite page 150. 


ICATE 


WITHOUT FAIL 


T.M. 


(MICROPULVERIZED MODIFIED STARCH LUBRICANT USP.) 


Once surgical gloves are dried after 
washing, they should be thoroughly 
powdered to prevent them from stick- 
ing together during sterilization. 
EZON provides economical lubrica- 
tion for the gloves whether this step 
is carried out by hand, or mechani- 
cally, in a glove powdering machine. 
E.ZON does not gelatinize when auto- 


| claved, and most important EZON 


is biologically absorbable . . . won’t 


| provoke adhesions. Order SR 810 


Bulk Pack Can—5 Ibs. per can—6 
cans to a shipping case. 


EZON PACKETS 
FOR O.R. USE 


EZON WASH-PAK 
FOR WASHING 


EZON BULK 
| FOR POWDERING 


EZON and WASH-PAK are trade- 
marks of the Seamless Rubber Company 
HOSPITAL DIVISION 

| NEW HAVEN 3, CONN. 
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THE SEAMLESS RUBBER COMPANY 


| / & 
| 7 


BROWN MILLED 


SURGEONS GLOVES 
by SEAMLESS 


Brown Milled Surgeons’ Gloves by 
Seamless are made of the finest Para 
rubber. They are gloves that cling to 
the hand and fingers . . . yet never 
grab with a tight grip. There’s no 
loss of circulation, accelerated fatigue 
or loss of sensation. These are gloves 
acclaimed the world over for provid- 
ing maximum sensitivity and maxi- 
mum comfort compatible with long 
glove life. And hardly less important 
—their hypoallergenic properties 
minimize the possibility of contact 
dermatitis. 
- To give your surgeons the best, order 


SR-829. “‘Kolor-Sized”” and Banded. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 
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PHARMACY 

(Continued from page 105) 
sis and polio (Pitman-Moore), and 
vaccines for adeno virus and influ- 
enza virus (both Parke, Davis and 
Pitman-Moore). 

Anticonvulsants: Elipten (amino- 
glutethimide—Ciba), an analog of 
the hypnotic Doriden, and Zaron- 
tin (ethosuximide—Parke, Davis). 
It is hoped that it may permit in- 
crease in the degree of seizure con- 
trol in epilepsy. 

Appetite suppressants: Didrex 
(benzphetamine — Parke, Davis). 
Also introduced were several other 
combination products and prepara- 
tions with a prolonged period of 
action. 

Tranquilizers: Librium (metha- 
minodiazepoxide—Roche), Dornwal 
(amphenidone—Maltbie), and Stri- 
atran (emylcamate—Merck Sharp 
& Dohme), which differ chemically 
from the phenothiazine prepara- 
tions which have been so widely 
used. Librium and Dornwal are 
said to have a calming effect with- 
out some of the after-effects of 
drowsiness and reduced mental 
alertness produced by earlier tran- 
quilizers. Striatran, in addition to 
being a calmative, is said to exert a 
distinct muscle relaxant effect. 
Timovan (phenothiazine deriva- 
tive—Ayerst) may find application 
especially in the disturbed adoles- 
cent and geriatric patient. 

Hormones: the anabolic 
mones Dianabol (methandrosteno- 
lone—Ciba) and Adroyd (oxyme- 
tholone—Parke, Davis) and the hy- 
poglycemic agent Glucagon (Lilly). 
The anabolic hormones increase 
nitrogen retention in the form of 
proteins to improve muscle and 
bone mass and to increase weight. 
Main clinical indications for Glu- 
cagon are severe hypoglycemic re- 
actions during insulin therapy of 
the labile diabetic or during in- 
sulin shock. 

A new steroid hormone, Dilo- 
derm (dichlorisone—Schering), for 
dermatological therapy, is said to 
have a marked anti-inflammatory 
effect without producing a systemic 
action. Among other new products 
for dermatological therapy were 
the fungicides Pellar ointment 
(Crookes-Barnes) and By-Na-Mid 
(butyl phenamide—Cutter). 


For further information see postcard opposite page 150. 


In the 10-year period 
through 1960, a total of 3,568 pe, 
products were marketed, including 
432 new single chemicals, 760 dy 
plicate single products, and 23% 
compounded products. ‘I here wer 
also 1,064 new dosage forms. 

In the years 1958, 1959, and 1964 
the 20 largest firms — 12.2 percen 
of the 156 pharmaceutical many 
facturers nationally marketing ney 
products — supplied 58.5 percent o 
all new chemical entities and 329 
percent of all new products. The 
total product line of these 20 firm 
received 64.4 percent of all ney 
prescriptions, according to the As 
sociated Prescription Panel Servic. 


Atomic “Cocktails” Show 
Possible Leukemia Link 
The atomic ‘cocktail’ —radioactiy: 
iodine in water—often used in the 
treatment of overactive thyroid 
can mean possible future danger 
for the patient. 

When the treatment was devel 
oped, some physicians speculate 
that persons drinking the radioa 
tive iodine might run a higher risk 
of developing cancer of the thyroid 
later. 

The concern stemmed from the 
fact that thyroid cancer occun 
more frequently in children whos 
necks have been exposed to radia 
tion treatments, and that thyroid 
cancers can be produced by radia 
tion in animals. 

Now a new concern has aristi 
Some researchers see a possible con 
nection between radioactive iodint 
treatments and leukemia. 

So far, ten patients who had suc! 
treatments have cropped up witl 
acute leukemia, usually 18 to % 
months after the treatments. 

Two recent cases have been tt 
ported by Thomas W. Burns, MD 
University of Missouri. In_ one 
case, blood cancer was diagnose 
just six months after the patietl 
was treated wtih “hot” iodine. 
the other case, the leukemia we 
detected seven years later. 

Dr. Burns admits nobody has « 
tually proved any connection be 
tween the treatments and the 
cers, but adds “there is enough ev! 
dence now available to make the 
possibility of such an_ associatid! 
a matter of concern.” 
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Pevivis the world’s finest and most econom- 
‘The Master Cleaner ical detergent for the exacting requirements 
of Hospital, Medical and Laboratory use. 


MEETS HIGHEST 


DETERGENT. | 


2 U.S. GOVERNMENT 
SPECIFICATIONS 


WORLD'S 


MORE WETTING POWER! 


MORE SEQUESTERING POWER! 


MORE EMULSIFYING EFFECT! 


QUICKLY, COMPLETELY 
SOLUBLE AND RINSABLE! 


DETERGENT 


More effective than any known detergent in 


throughout the world! 


f 
ee announces with Pride its new Companion Line © 


SUPERIOR SPRAY PRODUCTS for 
DOCTORS and HOSPITALS 


can you duplicate such 
ans! 


HOSPITAL 
LABORATORY 


PRODUC TS 
COMPARE THESE PRICES for proof 


matchless low costs for products of suc 


America 
that nowhere in wu 
h unquestionable quality in economy- -size 12- 


| 
H & L Spray SKIN PROTECTOR H & L Spray BANDAGE with Neomycin , f 
with Dow Corning Silicones Provides a new method for the quick and easy application of a _ 
Formulated with the skin-soothing properties and protection of sterile, transparent, flexible film, which adheres to the surface of 4 
silicones and the bacteriostatic action of hexachlorophene to aid the skin, providing an obstacle to bacteria. tm 
in the prevention of contact dermatitis, intertrego and miliaria 12 oz. Can, $2.30 ea. In Case of 12 Cans, $2.00ea. ““"* 
among bed-ridden, incontinent patients and to prevent the sub- Per Case, $24.00 z | 
— formation of decubitus ulcers. Its use will minimize cross 
infection. 
12-0z. Can, $1.65 ea. In case of 12 Cans, $1.45 ea. H&L Spray U.S.P. TINCTURE of BENZOIN > | 
Per Case, $17.40 In Aerosol 
Improves adhesive properties of tape and minimizes patient's dis- 
comfort during long tape and cast applications. For the prevention |p 
H&L Spray FREEZE with du Pont Freon® of bed sores, we suggest H & L Skin Protector. —_ 
For quick, temporary, topical anasthesia of the skin by freezing 12 oz. Can, $2.00 ea. In Case of 12 Cans, $1.70 ea. 
for minor surgery. Per Case, $20.40 | 
12 oz. Can, $2.18 ea. In Case of 12 Cans, $1.86 ea. 
Per Case, $22.32 H & L Spray ROOM DEODORANT 
The outstanding sick-room deodorant. Kills odors chemically. Con- , 
H & L Spray ADHESIVE TAPE REMOVER tains no masking agent. 8 
12 oz. Can, $1.35 ea. In Case of 12 Cans, $1.15 ea. 
Removes adhesive tape painlessly, also any tape markings Per Case, $13.80 
remaining. 
12 oz. Can, $1.35 ea. In case of 12 Cans, $1.15 ea. 2 Cans of each of is 
Per Case, $13.80 ASSORTED CASE the above 6 Items 1 8.80 
| PRICES SLIGHTLY HIGHER WEST OF THE ROCKIES 


ORDER TODAY FROM YOUR SUPPLIER 


Ask him about “his own” Special H&L FREE OFFER 
ALCONOX and H&L PRODUCTS are sold by all leading Hospital, Laboratory and Surgical Dealers 


FEBRUARY, 1961 For further information see postcard opposite page 150. 129 
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THE ARMSTRONG BABY INCUBATOR 


can be kept spotlessly clean 
with minimum effort 


Plastic bed tray and mattress 
readily removed. 


Stainless steel airflow assembly 
and cast aluminum humidity 
reservoir may be autoclaved. 


All interior parts of the Armstrong UNIVERSAL 
Baby Incubator can be removed easily without the 
use of any tools. 


The entire stainless steel interior is then completely 
exposed for thorough cleaning and disinfecting. When 
removed, the humidity reservoir, the air flow assembly 
and the filter casting are readily autoclaved to elimi- 
nate any odors and to prevent any contamination. 


The large tilting bed is heavy-duty plastic with extra 
smooth finish, also easily cleaned. 


Complete heating unit 
with easy-clean fan. 


Entire interior exposed for 
thorough cleaning and 
disinfecting. 


The big, four-compartment cabinet with shelves and 
doors is enameled in durable, easy- -clean silver lustre 
finish inside and out. 


While easy cleaning is one of the important engi- 
neered features of the Armstrong UNIVERSAL Baby 
Incubator, the newly designed operating advantages 
in securing the ultimate in isolation is the fundamental 
reason why you will select this finest of baby inc: 
bators for your modern nursery. Write or wire fot 
complete details. 


THE GORDON ARMSTRONG CO., INC. 


Available in Canada from Ingram & Bell, Ltd., Toronto — Montreal Winnipeg — Colgary 


For further information see postcard opposite page 150. 
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Sister M. Helen Agnes— is new 
general office supervisor, St. James 
Hospital, Chicago Heights, Ill. She 
formerly held a similar post at St. 
Francis Hospital, Evanston, III. 


Lottie Biederman—has been named 
‘Employee of the Year” by St. Ber- 
nard’s Hospital, Chicago, where 
she has served for 32 years. She is 
a housekeeper in the school of 
nursing. 


Edna J. Brandt, R.N., and Mar- 
garet B. Dolan, R.N.—have been 
appointed to serve three-year terms 
on the 12-member expert advisory 
committee for the Professional 
Nurse Traineeship Program of the 
Public Health Service. Miss Brandt 
is chief, Bureau of Public Health 
Nursing, California State Depart- 
ment of Health; Mrs. Dolan is 
chairman, Department of Public 
Health Nursing, University of 
North Carolina. 


Lawrence Brett—former supervisor 
of Bethesda Hospital, Cincinnati, 
has been named administrator of 
the North Miami General Hospi- 
tal, now under construction. 


DeWitt Brown—former controller 
of Baptist Memorial Hospital, 
Jacksonville, Fla., is new assistant 
administrator, Baptist Memorial 
Hospital in Kansas City, Mo. 


FEBRUARY, 1961 


Taking over as 1960-61 president, California Hospital Association, is 
J. £. Smits (I.), regional hospital administrator, Kaiser Foundation Hos- 
pitals, Los Angeles. Alfred E. Maffly (r), administrator, Herrick Me- 
morial Hospital, Berkeley, was named president-elect. Congratulating 
both men at the recent CHA meeting is Orville N. Booth, outgoing 
president, administrator, St. Francis Memorial Hospital, San Francisco. 


Irene G. Buckley—has been ap- 
pointed executive director of the 
National Cancer Foundation, Inc. 
Miss Buckley is president of the 
Social Work Vocational Bureau. 


Jeanette Carey—a senior in Chica- 
go Wesley Memorial Hospital 
School of Nursing, has been chosen 
“Miss Methodist Student Nurse” 
for 1961. 


James J. Catania, R.N.—has been 
appointed director of nurses, Ches- 
ter (Pa.) Hospital; he was formerly 
supervisor, Institute of the Penn- 
sylvania Hospital, Philadelphia. 


Personally 


Speaking 


Thomas Dunworth — has been 
named director of medical devel- 
opment at Western Reserve Uni- 
versity and director of develop- 
ment at University Hospitals, 
Cleveland, Ohio. Mr. Dunworth 
formerly was campaign director of 
the Columbia-Presbyterian Medi- 
cal Center, New York City. 


John A. Hagan—has been appoint- 
ed a rehabilitation consultant for 
the American Heart Association. 
He formerly was state supervisor, 
Pennsylvania Bureau of Rehabili- 
tation. 

(Continued on next page) 


Newly elected officers of the Florida Hospital Association are (I.-r.): J. A. McDonald, George E. 
Weems Memorial Hospital, Apalachicola, secretary-treasurer; Joseph F. McAloon, Memorial Hos- 
pital, Hollywood, president; |. James Anderson, Jr., Indian River Memorial Hospital, Vero Beach, 


president-elect. 
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Duane T. 
Houtz — has | 
been appointed 
assistant direc- 
tor, University 
of Florida’s 
Teaching Hos- 
pital and Clin- 
ics. 


Raymond S$. Jackson, M.D. — ad- 

‘ministrator, University Hospital, 
New York University Medical Cen- 
ter, has been designated university 
physician and director of univer- 
sity health services. He will suc- 
ceed Douglass $. Thompson M.D., 
who resigned to accept a similar 
post at the Univ. of Pittsburgh. 
Theodore J. Jacobsen — has been 
named executive director, Luther- 
an General Hospital, Park Ridge, 
Ill. and Lutheran Deaconess Hos- 
pital, Chicago. He has been ad- 
ministrator, Morton F. Plant Hos- 
pital, Clearwater, Fla. and was 
president of the Florida Hospital 
Association. New administrator of 
the Morton F. Plant Hospital is 
Roger S. White, former assistant 
administrator. 


Robcliff V. Jones—has been ap- 
pointed director, department of 


physical medicine, Grace-New Ha- 
ven Community Hospital, New 
Haven, Conn., to succeed Thomas 
F. Hines, M.D. now at Gaylord 
Hospital, Wallinford, Conn. 


Robert H. Larson—has been ap- 
pointed assistant administrator, 
Morristown (N.J.) Memorial Hos- 
pital. 


Robert W. Lekowski—has been ap- 
pointed director of personnel, 
Flushing Hospital and Dispensary, 
Jamaica, N.Y. 


Alfred H. Marshall—for 16 years 
director of public relations, Grace- 
New Haven Community Hospital, 
New Haven, Conn., has retired. 


George Mathews—is new adminis- 
trative assistant, Baptist Memorial 
Hospital, Jacksonville, Fla. 


Anna M. Matter, R.N.—has been 
appointed regional nursing consul- 
tant for the Public Health Service 
staff in the Kansas City, Mo., office 
of the U.S. Department of Health, 
Education, and Welfare. She suc- 
ceeds Marjorie Spaulding. 


William F. McLaughlin—was ap- 
pointed deputy director (adminis- 
tration) of the Department of Hos- 


“Let's not be accused of playing havoc with the equipment budget 


later on. Let’s overextend ourselves on these improvements here 
and now!” 
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pitals and Jackson Memorial Ho, 
pital, Miami, Fla. 


Andrew H. Mettee — has bee 
named administrator and _ busines 
manager, Nevada State Hospity 
Reno. Mr. Mettee formerly wa 
administrator, White Pine Gene 
al Hospital, Ely, Nev. 


Eric Oldberg, M.D.—head of th 
department of neurology and ne 
rological surgery, University of || 
linois, has been appointed presi 
dent of the Chicago 
Health. 


Board 


Benjamin H. Orndoff, M.D.—pro 
fessor and chairman, departmen 
of radiology, Stritch School oj 
Medicine, Loyola University, Chi 
cago, has been presented Loyola\ 
first Stritch Award Medal for ou 
standing services to medicine and 
medical education. 


William L. Parry, M.D.—has bee 
appointed associate prolessor ol 
urological surgery, University o! 
Rochester School of Medicine and 
Dentistry. The university also an. 
nounced the promotion of Paul E 
Morrow trom assistant 
to associate professor of radiation 
biology and pharmacology, and 
of Irving L. Spar, assistant profes 
sor, to associate professor of radia 
tion biology. 


Jerome T. Paul, M.D.—who ha 
been chairman of the department 
of medicine at St. Francis Hospi 
tal, Evanston, IIl., was elected pres 
ident of the staff, succeeding Ger 
ald J. Fitzgerald, M.D., Skokie, 
Ill. 


Paul S. Phelps, M.D. deputy 
health state commissioner for Con- 
necticut, and director of the states 
TB control and chronic _ illnes 
program, has retired. 


Peter Pierdinock—is new adminis 
trator, Danbury (Conn.) Hospital 
He was formerly assistant adminis- 
trator, Bridgeport (Conn.) Hospi 
tal and will be succeeding Robert 
P. Lawton. 


Wilkiam L. Potts, M.D. — has beet 
(Continued on page | 35) 
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PERSONALLY SPEAKING 

(Continued from page 132) 
yamed director of medical and 
surgical services, Dayton (Ohio) 
sate Hospital. He will be in 
charge of the hospital's 100-bed 
medical and surgical building, as 
vet uncompleted. 
Dr. Potts was formerly assistant 
yofessor of medicine and preven- 
jive medicine, Ohio State Univer- 
sil. 


Curtis Pritchard — is new ad- 
ministrator, Wills Eye Hospital, 
Philadelphia. The former adminis- 
yator, Melvin L. Sutley, is retir- 
ing. 


Milton S. Saslaw, M.D. — has been 
appointed exec utive director, Na- 
tional Children’s Cardiac Hospital, 
Miami, Fla. He was formerly di- 
rector of medical research at the 
hospital. 


Richard H. Saunders — has been 
ippointed associate dean of the 
Cornell University Medical Col- 
lege, and assistant professor of med- 
icine. He has taught clinical 
pathology and medicine at the 
medical college of Yale University, 
the University of Rochester and 
the University of Vermont. He 
most recently served as study di- 
rector of the Association of Amer- 
ican Medical College committee 
studying the present role of the 
internship training program. 


Jack O. Segall — has been appoint- 
ed assistant director, Jewish Me- 
morial Hospital, Roxbury, Mass. 
He obtained his master’s degree in 
hospital administration at North- 
Western University, and completed 
his resident work at Peter Bent 
Brigham. 


Ermest A. Shepard — administrator 
of the Florida Alcoholic Rehabili- 
‘auton Program, has been appoint- 
ed to a new International Com- 
Mission to study alcoholism in the 
US. and Canada. 


David W. Stickney—administrative 
“sistant, Children’s Memorial Hos- 
pital, Chicago, has been named as- 


‘stant director, Illinois Hospital 
Association. 
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Theodore J. Wachowski, M.D. — 
has been elected chairman of the 
board of chancellors of the Ameri- 
can College of Radiology. Dr. 
Wachowski, clinical professor of 
radiology, University of Illinois, is 
also director of the department of 
radiology, Copley Memorial Hos- 
pital, Aurora and president ot 
the Radiological Society of North 
America. 


Harold Wetzel—has been appoint- 
ed hospital consultant to the 
Florida Development Commission, 
succeeding Guy Cromwell, who has 
been appointed administrator ol 


the Martin Memorial Hospital, 
Stuart, Fla. 
VA News 


The VA's first William S. Middle- 
ton medical research award has 
been presented to Solomon A. Ber- 
son, M.D., and Rosalyn S. Yalow, 
Ph.D., of the Bronx (N.Y.) VA 
hospital. Dr. Berson is the hospi- 
tal’s chief of radioisotope service 
and Dr. Yalow is association chief. 


Allen W. Byrnes, M.D.—director ol 
professional services, St. Cloud 
(Minn.) hospital, has been 
named manager Knoxville (lowa) 
VA hospital. He succeeds Albert 
L. Qlsen, M.D., who has  trans- 
lerred as manager to the Sheridan 
(Wyo.) VA hospital. 


James H. Matthrews, M.D.—assist- 
ant chief of pulmonary disease 
service, Oteen (N.C.) VA hospital, 
has been appointed chief of the 
VA's clinical research in pulmonary 


diseases. He succeeds James W. 
Raleigh, M.D., who left the VA to 
become medical director of the 
American Thoracic Society. 


Bishop Fred G. Holloway—head 
of The Methodist Church’s West 
Virginia Area, was elected presi- 
dent, Board of Hospitals and 
Homes, for 1960-64, succeeding 
Bishop William T. Watkins (re- 
tired) of Louisville, Ky. Dr. Olin 
E. Oeschger was re-elected general 
secretary. 


Melvin L. Sutley—succeeds Ray E. 
Brown as president, American Col 
lege of Hospital Administrators. 
Mr. Sutley, former administrator, 
Wills Eye Hospital, Philadelphia, 
was elected at the College’s 26th 
general membership assembly, in 
San Francisco. Tol Terrel, adminis- 
trator, Shannon West Texas Me- 
morial Hospital, San Angelo, Tex., 
was named president-elect, while 
Robert S. Hudgens, director, School 
of Hospital Administration, Medi- 
cal School of Virginia, Richmond, 
Was appointed first vice-president 
and Clarence E. Wonnacott, admin- 
istrator, Dr. Wm. H. Groves Lat- 
ter-day Saints Hospital, Salt Lake 
City, Utah, second vice-president. 


New officers 

First president of the newly or- 
ganized Connecticut Association of 
Directors of Volunteer Services in 
Hospitals is Mrs. Guy E. Griffin, 
Greenwich Hospital. Other officers 
are: vice-president, Edith Camp- 


bell, Waterbury Hospital; secre- 


(Continued on next page) 
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tary, Mrs. Stephen C. Shanley, Hos- 
pital of St. Raphael; and treasurer, 
Mrs. Jean Shubert, Mt. Sinai Hos- 
pital, Hartford. 


Margaret McLaughlin, assistant 
director of dietetics at Hartford 
(Conn.) Hospital, has been elected 
president of the Connecticut Die- 
tetic Association. Other officers 
are: president-elect, Natalie Gig- 
lio, Grace-New Haven Community 


Hospital, and secretary, Rosemary 
Neagle, Norwalk Hospital. 


June Beauvais, R.N.—is new execu- 
tive secretary, Florida Nurses As- 
sociation. 


New officers of the Washington 
State Hospital Association are Wil- 
liam E. Murray, administrator, 
Olympic Memorial Hospital, Port 
Angeles, president; Robert F. 
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Brown, M.D., director, The Dog. 
tors Hospital, Seattle, presidenp 
elect; Mrs. Lenore Eckhardt, a 
ministrator, Adams County Memo 
rial Hospital, Ritzville, first vig 
president; Sister Francis Xayie, 
administrator, St. Anthony's Hos 
pital, Wenatchee, second vice presi 
dent; Rodney Gannon, aclministra 
tor, Samaritan Hospital, Mose 
Lake, third vice president; ang 
Alice W. Sandstrom, business map. 
ager, Children’s Orthopedic Hos 
pital, treasurer. 


The Kansas Hospital Association 
elected the following officers at its 
recent annual meeting: Walter V, 
Coburn, administrator, Bethany 
Hospital, Kansas City, president; 
Russell H. Miller, associate direc. 
tor, University of Kansas Medical 
Center, Kansas City, _ president 
elect; Sister M. Susanna, adminis 
trator, Halstead Hospital, Hal 
stead, vice president; and Arthur 
E. Landon, administrator, Asbury 
Hospital, Salina, treasurer. | 


Deaths 

Joesph W. Jailer, M.D.—46, died 
Aug. 23. Dr. Jailer, who had earned 
international recognition in the 
field of endocrinology, was director, 
endocrine diagnostic 
Columbia - Presbyterian 
Center, New York City; consultant 
to the Veterans Administratio 
and the National Science Founda 
tion, and chairman, study section 
on cancer chemotherapy, United S 
States Public Health Service. He 
was the author of many scientifi¢ 
papers in the endocrinology field 


laboratory, 
Medical 


Training Course For 
Food Service Supervisors 

The sixth annual training cours 
for hospital food service superviss 
is now being offered by Michigan 
State University, East Lansing. 

Because of the lack olf qualified 
dieticians in many hospitals, the 
role of the food service supervis! 
is growing in importance; and hos 
pitals are looking to universiti¢s 
for help i in training these me A 
supervisors. 

The course runs from January? 
to March 24, with a follow-up _ 
October 2-6. 
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under cooler operative conditions. However, another factor affects the 


surgeon's preference . . . his confidence in the integrity of Amsco lighting research. 
For years, knowledgeable surgeons the world over have looked to Amsco's 


proved ‘‘dual video"’ principles for more effective surgical illumination. 


provide cool, shadow- DV-22E accepts this challenge of continued trust. It is a surgical light of 

for every procedure. abundant color-corrected, cool illumination.Two highly efficient polished reflectors 
permit excellent shadow reduction. Each may be guided easily, smoothly 


by the surgeon or his nurse along strong, 9-foot extruded aluminum tracks. 
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Baer Retires from Aloe, 
by Willman 
Howard F. Baer 
—has announced 
his retirement as 
president and 
chief executive 
officer of A. S. 
Aloe Company, 
a division of 
Brunswick Corp. 
He will be suc- 
ceeded by John 
N. Willman. 

Mr. Baer 
joined Aloe in 
1927, and was 
appointed presi- 
dent in 1929. 
The company 
became a divi- 
sion of Bruns- 
wick in June 
1959. Mr. Baer 
will remain with 
Aloe chair- 
man of the division. 

Mr. Willman was vice-president 
in charge of the Aloe branch oper- 
ations. He previously was with the 
American Hospital Supply Corp. as 
a vice-president of the parent cor- 
poration and president of its inter- 
national operation. 


Mr. Baer 


Mr. Willman 


Sterling Forms 
New Subsidiary 
Formation of Breon Laboratories, 
Inc., as a new pharmaceutical sub- 
sidiary of Sterling Drug Inc., has 
been announced. The new subsid- 
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iary will take over the marketing 
of the individual product lines of 
four Sterling pharmaceutical units, 
largest of which is George A. 
Breon & Co. 

Breon Laboratories comprises 
four divisions: Breon Rx division, 
American Ferment division, Dia- 
parene division; and distribution 
of Esta Medical Laboratories prod- 
ucts. 

Charles L. Czermak is president 
of Breon Laboratories, a position 
he held with George A. Breon & 
Co. Charles C. Wood, vice-presi- 
dent, sales, of American Ferment, 
will hold the same position with 
the new subsidiary. Ross V. Sayers 
is vice-president and medical direc- 
tor. These are positions he for- 
merly held with George A. Breon 
& Co. 


Representatives for the Pioneer Rubber Company gathered from all over the U. S. for the sur- 


gical glove division sales seminar held recently in Chicago. 
E. Read, John R. Jones, Bill Casselman, Marjorie Beamer, J. H. Gibson. 
James Aylor, George Sargent, A. J. Marshall, 
Thornburg, Robert Besserer, and Donald Edwards. 


Pictured are (I. to r.) seated: True 
Standing: Phil Kindel, 


Peter Monroe, R. W. Kropp, Robert Mattis, Ed 


New Appointments 
From Sterilizer 
Henry E. Fish- 
formerly general 
sales manager 
for American 
Sterilizer, has 
been named 
vice - president 
marketing, fok 
lowing the resig 
nation of Rok 
Mr. Fish ert L. Boyd. Mg 
Fish was one of v 
the recipients of 
an Alfred P. 
Sloan Founda- 
tion fellowship 
to the graduate 
school of indus- 
trial manage- 
ment at Massa- 
chusetts_ Insti- 
tute of Tech- 
nology last year, and has served 
in numerous marketing and mat 
agement positions with Americal 
Sterilizer’s domestic and_ interna 
tional divisions. 

George J. Sweitzer will fill Mt. 
Fish’s former post of general sales 
manager. He has been with Ams 
since 1948, most recently as easter 
regional manager. 


Mr. Sweitzer 


New Amsco branch office ap 
pointments include: Harold 
Kiebes, eastern regional managel, 
Robert R. Cline, New York bea 
manager; Peter J. Crowley, L& 
Angeles branch manager; 
G. .McKee, Boston branch matt 


(Continued on page 140) 
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ager; and Joseph G. Shea, Boston 
technical projects engineer. 


Mead, Johnson Reorganizes, 
Names New Appointees 
Mead Johnson & Co. recently an- 
nounced the creation of three au- 
tonomous operating divisions in a 
broad corporate reorganization. 
The three are: Mead Johnson 


o\\co 


SURGICAL PRODUCTS, INC. 
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RESEARCH 


Laboratories, which will carry on 
the firm’s business of creating and 
marketing nutritional and pharma- 
aceutical products; Edward Dalton 
Company, which will create and 
market special purpose nutritional 
products; and Mead Johnson In- 
ternational, which will develop, 
direct, and expand the interna- 
tional operations of the corpora- 
tion. 

As part of the major reorgani- 
vation, two new executive vice- 
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presidencies have been created 
Lambert D. Johnson, Jr.. forme 
vice-president and general manage; 
of Mead Johnson International 
and W. D. Snively, Jr., M.D., for. 
merly vice-president and medical 
director, will fill the new position; 
at the highest management leye| 
of the company. 

President of the new Edward 
Dalton Company is Robert E. Se. 
sions, who is, in addition, executive 
vice-president and a director of the 
parent company. Other appoint. 
ments to the Edward Dalton Com. 
pany include Edward C. McKeon, 
M.D., medical director; William A. 
Fraser, director of food trade rela. 
tions; Robert Smith, new produc 
development specialist; John 4 
Witting, executive assistant to the 
president; Francis M. Beudert, di 
rector of sales; and Eugene J. Mi- 
lano, director of Metrecal market 
planning. Top vice-presidential 
posts will be filled by C. Joseph 
Genster, who was named vice-presi. 
dent, marketing; and Orville P. 
Nuffer, vice-president, Pablum-Bib 
and new products. 

President of Mead Johnson Lab- 
oratories is John T. McLoughlin, 
former vice-president and _ general 
manager of Mead Johnson’s nut: 
tional and pharmaceutical division. 

President of Mead Johnson In 
ternational is Albert R. Wayne, 
who has been vice-president, oper 
ations, of the international! division. 

The position of vice-president, 
medical director, Mead Johnson & 
Co., will be filled by Louis F. 
Rittelmeyer, Jr., M.D. William B. 
Hotalen, M.D., is associate medical 
director, nutritional and pharma 
ceutical division. 

In addition, the name of the 
Mead Johnson research division has 
been changed to the Mead John- 
son Research Center. 


News Notes 


Edward H. Mueller — executive 
vice-president and treasurer of V. 
Mueller & Company, has retired 
after 39 years with the firm. 
* * * 

Homer H. Stryker, M.D.—ha 
been awarded a2 public citation for 
“outstanding service to his county, 
as a physician, soldier, and invel 
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or” by the Tennessee state depart- 
gent of the American Legion. Dr. 
srvker’s orthopedic inventions are 
ganufactured and distributed by 
the Orthopedic Frame Company, 
which is managed by his son, Lee 
suryker. 

* * * 
Two instruments manufactured 
yd marketed by the Scientific and 
Proofs Instruments Division of 
Bekman Instruments, Inc. — the 
DB ultraviolet spectrophotometer 
ad the model 320 industrial gas 
dromatograph programmer — 
were selected for appearance in 
Industrial Design’s seventh annual 
design review, 

* * * 
Will Ross, Inc.—has opened an 
Ohio ofice and warehouse in Cin- 
dnnati. The operation is directed 
by J. B. Phillips, branch manager. 

* * * 
(linical Supply Corp. —has_ pur- 
chased the suture manufacturing 
equipment owned by Ohio Chemi- 


CONTROLS PAIN 
SUPPRESSES GAG REFLEX 


MAINTAINS PATIENT 


CETACAINE Spray Topical Anesthetic — in a specially de- 
signed hospital unit—with finger-tip availability— provides 
rapid, profound, long-lasting anesthesia... affording more 
time for thorough examinations. It is safe, antibacterial... 


low in cost. 


INDICATIONS FOR USE 


Endoscopy, laryngoscopy, eustachian tube intubation, 
removal of nasal polyps, cauterization of the septum, pre 
and post-operative tonsillectomies, 
wounds, treatment of burns, pruritus, 


CETYLITE INDUSTRIES 


cal & Surgical Equipment Co., and 
has relocated it in their labora- 
tories. They have retained in their 
catalog all Ohio product numbers. 
* * * 
Robert W. Johnson, Jr. — has been 
named president of Johnson & 
Johnson. He will succeed George 
F. Smith. Mr. Johnson has been 
executive vice-president and gen- 
eral manager of the firm and will 
continue in the position of an ex- 


ecutive committee member ol the 
board of directors. 

* * 
The name of Smith-Dorsey Phar- 


maceutical Company has officially 
been changed to Dorsey Labora- 
tories. 
* * * 

Popper & Sons, Inc., New York 
City —announce the purchase ol 
controlling interest in Everett 
Products, Inc., Providence, R. L., 
hypodermic and dental needle man- 
ufacturers. Walter L. Popper was 
elected president of Everett Prod- 


COMFORT 


ucts, Forbes MacGregor will con- 
tinue as vice-president and director, 
and Robert A. Popper is secretary- 
treasurer. Hy Lampinski is plant 
manager. 

* 
The Gilbert Hyde Chick Company 
of California announces the trans- 
fer of its general sales office to the 
company’s home address, 821-75 
Ave., Oakland 21. Leon E. Rogers, 
the newly appeinted sales manag- 
er, will head the new sales office. 

* * 
Richard O. Beyland — has been ap- 
pointed division manager for Ar- 
mour Pharmaceutical Company, 
with headquarters at Dayton, O. 

* 
The Hard Manutacturing Com- 
pany has announced the following 
new appointments: Edward C. 
Oberreither as midwest sales rep- 
resentative, Al A. Pinnelli as south- 
western sales representative, Paul 
Heidenreich as repre- 
sentative, and Thomas E. Roberts 

(Continued on page 143) 
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Contributing to patient confidence is an import- 
ant function of physician, nurses and staff. Fine 
equipment plays its part, too — such as the Gomco 
No. 765-A Thermotic® Drainage Pump perform- 
ing gastric lavage. 


This economical Gomco stand-mounted unit is 
entirely automatic. Easily set up, it operates with 
quiet, gentle, intermittent action to deliver un- 
varying suction for all mild drainage. It is ideal 
for duodenal or fistula drainage, drainage follow- 
ing prostatectomy, abdominal decompression, 
gastric lavage, blood procurement. The non- 
mechanical, positive-action pump can be operated 
continuously without attention or lessening of 
drainage effectiveness. Suction system permits set- 
tings at 90 mm. or 120 mm. of mercury. 


Gomco No. 765-A 
Thermotic® Drainage 
Pump 


The Gomco Aerovent® valve provides automatic 
overtlow protection. Pump damage from flooding 
is prevented; operation is restored in seconds 
by emptying the suction bottle. 


Investigate the many exclusive advantages of this 
and other Gomco equipment. A phone call to 
your Gomco dealer will arrange a demonstration 
at your convenience. 


Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
828-H E. Ferry St., Buffalo 11, N. Y. 


For further information see postcard opposite page 150. 
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mountain states representative. 
Ralph G. Sickels—advertising-pub- 
ic relations executive for Parke, 
davis & Company, has retired, after 
years’ service. Truly a company 
pokesman,” Mr. Sickels has been 
aponsible for millions oi words, 
housands of pictures, and hun- 
reds Of advertisements since he 
ined the firm in 1920. 


* * * 


\n unrestricted grant of $5000 to 
ihe University of Pennsylvania rep- 
sents a total of half a million 
jollars awarded by Wyeth Labora- 
ories for independent medical re- 
garch and is the 100th such grant 
made to medical schools and hospi- 
als during the past five years. 
* * * 


Milton E. Morgan — vice-president 
and general manager, Permaglas 
division, A. O. Smith Corp., has 
been appointed to the planning 
council of the American Manage- 
meat Association’s manufacturing 
division. 

* * 
Westinghouse lamp division has 
established a new organization to 
handle new and special products. 
Directed by Gordon W. Howson 
and headed by George B. Saviers, 
the group is immediately working 
on quartz heat lamps and_ultra- 
violet lamps. 

* * * 
Three regional salesmen have been 
added to the staff of American 


The Kendall Co., Baver & Black division’s 
open house at its new Seneca, S. C., plant 
was the occasion for this picture. L. to r. are 
C. A. Grove, comptroller, Chicago division of 
the Kendall Company; R. R. Higgins, president, 
The Kendall Co.; B. R. Maybank, Lt. governor 
of South Carolina and one of the speakers at 
the openhouse; E. H. Brown, general manager, 
Chicago division; G. C. Stineback, director of 
sales; J. W. Hibott, director of manufacturing; 
and W. Chase, Seneca plant manager. Over 
5000 people attended the plant opening. 
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Cyanamid Company’s surgical 
products division. They are Thom- 
as G. Bowen, Richard P. Cullen, 
and Wilbur M. Gause. 

* * 
American Hospital Supply Corp. — 
announces that negotiations are 
nearing completion for ex- 
change of American stock for all 
shares of Midwest Dental Manu- 
facturing Co. of Chicago. Midwest 
is a major manutacturer of high- 
speed dental drilling equipment 
and supplies. Management and 
marketing policies of the dental 
firm will continue unchanged. 


Basil S. Burrell 
—has been ap- 
pointed manag- 
er of product 
development for 
American  Hos- 
pital Supply 
‘ Corp. In his new 
hee. position, Mr. 
Burrell will be concerned with 
identifying and measuring markets 
for health products. He has been 
director of new product research 
lor American’s hospital supply di- 
Vision. 


* * * 


Beatrice Finkelstein— has been 
given the McLester award for her 
work in the field of nutrition and 
dietetics. The award, established 
by the J. B. Roerig Co. division 
of Charles Pfizer & Co., was pre- 
sented at a dinner of the Associa- 
tion of Military Surgeons. Miss 
Finkelstein is employed by the 


Aerospace Me dical Division, 
Wright-Patterson Air Force Base, 
Ohio. 

An idea submit- 
ted by C. A. Riv- 
ers, manager ol 
subscriber  serv- 
ice, Blue Cross 
of Florida, Inc., 
made him a 
prize winner in 
a nationwide 
contest spon- 
Allen Hollander Co. 
Mr. River's award-winning entry 
involves the use of bin-feed pres- 
sure-sensitive labels to “automate” 
the checking and record-keeping 
needed for Blue Cross members. 


* * * 


sored by 


John N. Merrill — assistant treas- 
urer at Cutter Laboratories, has 
been named controller of Olympic 
Plastics Co., Inc., a Cutter affiliate. 
Chad Kelley, formerly sales repre- 
sentative for Cutter’s great lakes 
division, has been appointed divi- 
sion manager, south central divi- 
sion. 
* * » 
Admiral Sales Corp. — has moved 
into the hospital field with its com- 
mercial electronics division’s tele- 
vision and communications systems 
lor hospitals. 
* 

John M. Kurkjian, M.D.—resident 
physician in surgery and industrial 
medicine at Massachusetts Memo- 
rial Hospital, has been appointed 
manager of health services for 
Raytheon Company's industrial 


components “division. 
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“H3” IN THE BATTLE AGAINST OLD AGE, 
by Henry Marx. New York, Plenum 
Press, Inc., 1960. $4.95. 207 pp. 


The highly controversial “H3” 
therapy developed by Prof. Anna 
Aslan, director of the Institute of 
Geriatrics, Bucharest, is the subject 
of this book. Although the author's 
stated purpose is to “present the 
true picture,” a dramatic emotion- 
ally charged account is the result. 

The “H3” therapy, using pro- 
caine, began when Prof. Aslan first 
observed that patients who had re- 
ceived a series of procaine injec- 
tions for painful arthritis condi- 
tions seemed to be revitalized in 
mind and body, and that symptoms 
of premature aging in younger pa- 
tients disappeared. Procaine seem- 


Book Corner 


ingly halted or modified many of 
the diseases of old age, including 
senile Parkinsonism, rheumatism, 
bronochial asthma, and arthritis. 

Several “before and after” photo- 
graphs are presented to show the 
value of the treatment; unfortu- 
nately they were taken under vary- 
ing photographic conditions and 
much of the comparison value is 
lost. 


NOTES OF A SOVIET DOCTOR, by G. S. 
Pondoev. Translated from the Russian 
by Basil Haigh. New York, Consultants 
Bureau, Inc. 1959. $4.95. 238 pp. 


The author has been a_ physician 
for more than 50 years, so he has 
had considerable medical experi- 
ence under both the czarist and 


soviet regimes. Although he is a 
avowed admirer of the Soviet 9. 
tem, an occasional nostalgic refe. 
ence is made to former times whe 
the choice of a doctor was quit 
free, and “there was establish; 
that intimate contact which is » 
desirable in the doctor’s work.” 
In the introduction, lago Gali 
ston, M.D., F.A.P.A., suggests tha 
Notes could more fittingly be title 
“Three Souls in Search of Unity’ 
Three distinct personalities are ¢p. 
countered; the urban, well read 
broadly experienced doctor, with 
counterparts the world over; th 
doctorinaire hewing to straigh; 


line orthodoxy; and the humanis 
who is committed to man’s aspira 
tions for the true, good, and bea. 
tiful. 

The book is in its second print 
ing in Russia, where it has become 
a valuable part of the reading 0 
the medical profession, _ particu: 
larly medical students. 

In spite of its preoccupation with 
politics, the book is crammed with 
medical homelies and concrete at: 
vice. 


EXCESS SUTURE 
EXCISED 


Electrically Conductive Cardiac Suture 


Its application is to invoke effective ventricular 
contractions. Applied internally via a thoracotomy 
incision, directly to the myocardium, it is the most 
reliable type of artificial stimulus. There are no 
spasmodic contractions of skeletal muscle, as with 
external electrodes. It permits closure of chest 


Supplied 36” long, 
sterile in plastic packets 


—one dozen per box. 


CHEST WALL 
ELECTRODE 


Manufacturers of a complete line of sutures in double plastic sterile packets, 
packed in plastic boxes. Inner packet can be resterilized at hospital. 


CLINICAL SUPPLY CORPORATION 


SURGICAL SUTURE LABORATORIES 


SUCCASUNNA, NEW JERSEY 


incision and reduces necessity of re-opening chest 
wall. The suture may be left in the patient for long 
periods of time. The suture conductor is made of 
silver-plated wire braided over linen to make it 
extremely flexible, and insulated with poly-vinyl 
tubing. One Y-circle curved needle and one 3” 
Keith straight needle is swaged on each end. An 
adapter supplied by CLINICAL is necessary to 
attach suture to the Pacemaker. 


Catalog No. Size 


Adapter for Cardiac Suture — 


Cardiac Suture 


Quantity Price 
12 $36.00 
2 12 $36.00 


Price $3.75 per set of two 


For further information see postcard opposite page 150. 
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particu: “An inflammatory reaction here [renal papillae] B 
f may produce sudden rapid impairment of renal és 
sail bes function. One duct of Bellini probably drains more 
with : 
crete a. § than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
— 7 tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
iT e that encountered in much larger lesions in the 
cortex.” 
The “exquisite sensitivity”? of the medullato 
maps, infection (as compared with the cortex), highlights : 
are no the importance of obstruction to the urine flow in . 
7 pi the pathogenesis of pyelonephritis. “There is goud : 
chest 
» die cause to support the belief that many, perhaps 
or long most, cases of human pyelonephritis are the result 
= of of infection which reaches the kidney from the J 
ly-vinyl 
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“|| to eradicate the pathogens no matter the pathway 


brand of nitrofurantoin 

High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action ¢ Broad bactericidal spectrum ¢@ Free from resistance problems ¢ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 


Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- d 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 
References : 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1988. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 
NITROFURANS—a unique class of antimicrobials 


EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N, Y. 


ary 

Price 
536.00 

36.00 


Bits of Brain 

Snipped For Study 

Scientists at Tulane University, 
New Orleans, are snipping out 
tiny bits of brain tissue in their 
study of mental diseases. 

The new technic, according to 
Robert G. Heath, M.D., chairman 
of the department of psychiatry at 
Tulane, involves a new type of 


stereotaxic instrument evolved 


from one used in placing electrical 
stimulators in the brain for exper- 
imental study. The apparatus 
guides a small needle which can 
snip out pieces of tissue. 

The bits of tissue 


are studied 


with an electron microscope for 
structural information on the cells, 
and for enzyme activity and other 
biochemical processes. 

The technic may enable the re- 
search men to link cell activity 


-RETRACTORS| 
-WEXTRAN HANDLES 


now maintain a steady retractor 


position over longer periods of time. 


New WEXTRAN is a highly durable 
material that is almost indestructible — 


A new concept in handle design—a new 
concept in handle material—WEXTRAN ! 
Here at last is a retractor handle that 
automatically provides a firm, comfortable 
grip—gives controlled pull without 
unnecessary muscle tension. And less 
tension means less fatigue. Assistants can 


-form-fitting for less fatigue 


will not crack or lose its shape under repeated autoclavings or dry heat 
sterilization. Because this new handle design eliminates all 

interior surfaces, these retractors are far easier to clean than 
old-style retractors with open handles. Retractor blades 

are made of famous Weck Stainless Steel. 


Besides the Richardson and Bennett Tibia Retractors shown above, 
Deaver, Harrington, Kelly and Foss Gall Bladder Retractors 


now have new Wextran handles. 


EDWARD WECK & CO., Brookiyn 1, N.Y. 


anujacturers of Fine 
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For further information see postcard opposite page 150. 


with psychoses, since biopsy may 
rial can be gathered from specifi 
parts of the brain. 


“Pain Nuisance” 

Causes Headache 

That splitting headache you ogg 
sionally experience is probably the 
result of the release of a “pain 
nuisance” from nerve ends in the 
scalp, at the same time that arterig 
in the head are dilated. The orig 
inal cause of 95 percent of ow 
headaches is not in the head at all 
according to Adrian Ostfeld, 
University ol 
Medicine. 


Illinois College of 


Headaches are commonly caused 
by conditions elsewhere in the 
body, states Dr. Ostfeld. Coneen 
trating on one task too long, skip 
ping a meal, or running a fever qn 
all be headache. The 
most common type of all result 
from too long a concentration 
one task. 


causes ol 


It is also the easiest to 
cure, and will usually disappear if 
the patient changes position, te 
laxes, and takes an aspirin. 
Dr. Ostfleld adds that headache 
are often a warning signal of both 
mental and physical problems 
However, out of possible 
cases of recurring headaches, onl 
about three are brain tumors. 


Cells of Embryo Organize 
After “Scrambling” 

Cells taken from developing kit- 
neys or livers in chick embryo 
were able to reassemble to form 
miniature, but otherwise typical, 
organs. This phenomenon was 0b 
served in experiments by scientists 
at the Rockefeller Institute. 

In the experiments, the reor 
ganization was seen even after the 
cells had been separated from each 
other and scrambled to destro\ 
their former alignment. 

Prof. Paul Weiss and associate 
professor A. Cecil Taylor repott 
that the circumstances of the x 
periment ruled out the possibility 
that the cell aggregations were att 
ing on “instructions” from othe 
parts of the embryo. 

In the same fashion, scrambled 
skin tissue cells realigned them 
selves to form skin tissues in which 
tiny feathers could be observed 
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BETWEEN-OPERATION CLEANING: At Huggins Hospital, Wolfeboro, N.H., 
a MICROSTAT is used for the wet pick-up of a detergent germicide. 


As research in hospital sepsis grows, evidence 
mounts that housekeeping methods and equip- 
ment play a critically important role in the con- 
trol of cross-infections. The removal of dangerous 
bacteria-laden dust from all surfaces — floors, 
walls, ceilings, mouldings —is fast being 
recognized as essential to an adequate program 
of control. 


The KENT Microstat Technic of cleaning rep- 
resents a giant step forward. The combination 
of a properly designed floor machine for dis- 
pensing a detergent germicide — and the 
removal of this solution with a Microstat — 
makes this technic possible. 


Kent's Microstat is the first vacuum to be 
stamped “hospital-safe’’, the first vacuum which 
can be used with these proven procedures 
throughout the hospital to diminish the danger 
of infections. 


HERE’S WHY... 


The Microstat traps essentially all 
bacteria and virus clumps to particle 
sizes of 0.3 micron. 


The Microstat provides a gently dif- 
fused exhaust, inclined at a 30 degree 


*Trademark of The Kent Company, Inc., Rome, N.Y. 


angle above the horizontal around the 
entire perimeter of the mcchine, to elim- 
inate the possibility of disturbing dust in 
uncleaned areas. 


The Microstat is hospital-quiet —a 
patented felt exhaust muffler assures 
patients will not be disturbed. The Micro- 
stat is equally adaptable to wet-pickup 
and dry vacuuming. It combines tremen- 
dous cleaning efficiency (145 c.f.m.) with 
the bacteriological safety essential for 
use in operating rooms and delivery 
suites, patient areas, and nurseries. 


We will be pleased to demonstrate — with no 
obligation — how you can make use of the 
Microstat Technic in your hospital. Let us give 
you a new booklet entitled ‘‘The Microstatic 
Technic . . . A Complete Hospital Floor Control 
Program.” For your copy write The Kent Com- 
pany, Inc., Rome, N.Y. 


MICROSTAT 


THE KENT COMPANY, INC. 
ROME, NEW YORK 


For further information see postcard opposite page 150. 
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One glance shows 


1.0. 


With the new Bardic® Pak-O-Meter® 


PAK-0-ME 


flow ate 


plastic I.V. set, intravenous infusion is 


automatically metered. 


This inexpeustee, 


accurate device does away with the tedious — 


counting and clocking of drops; greatly 
reduces calculation and conversion. 

®@ The Bardic Pak-O-Meter is a proven 
time-saver. And, where the dosage 


is critical, it can be a life-saver. 


C. R. BARD, INC., SUMMIT, N. J. 


INTEGRITY 


BINCE 


For further information see postcard Opposite page 150. 


micro-clamp 
quickly sets 
or adjusts 
rate of flow 
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New Lead Poisoning 

Hits Metal Workers 

fumes from cutting torches felled 
even scrap metal workers recently, 
cording to Frederick E. Zimmer, 
\.D., Danville, Pa. The workers 
were engaged in cutting heavily 
inted bridge girders, and the re- 
wulting fumes contained a high con- 
entration of lead. 

several of the men became ill 
yithin one week of starting the 


vork, and all seven were poisoned 
yithin five weeks. All exhibited 


Usually, the molds that cause 
athlete’s foot will grow only on 
the skin. If one of these molds is 
injected into an animal's body, it 
will not cause disease. However, 
Dr. Scherr reports that three dif- 
ferent molds, placed in small cello- 
phane bags and surgically implant- 
ed in rabbits, exhibited strange 
properties. 

The cellophane bags confined 
the molds, but allowed nutrients 
to enter. According to Dr. Scherr 


the molds began to change, and 
in about 20 days had assumed a 
completely different 
character. 


form and 


When the new mold was inject- 
ed into rabbits and mice, infection 
resulted that destroyed the animals’ 
internal organs. When the disease 
was transferred from one animal to 
another, it became worse. 

Dr. Scherr explains that there 
is no known way to combat the new 
disease. 


dassic symptoms of lead poisoning 
-gagging, nausea, loss of appetite, 
weakness, and general fatigue. 
Only two required treatment, and 
both recovered rapidly. 

Samples of the paint chipped 
om the girders showed a lead 


the added 
content of 21.6 percent. Samples 
of air taken from where the men | distress of 


were working contained up to 20 | . 
times the maximum allowable con- 
centration of lead. 

Dr. Zimmer warns that current | 


spare. 
your patients 


extensive renovation and construc- 
ts tion, and increasing reclamation L 
of scrap steel will accentuate the | 
importance of this new type ol 
lead poisoning. | with 
| 
Wine Increases | 
Vitamin Absorption | 
The absorption of vitamin A was | 
increased 125 percent in 27 pa- | 
tients who had subtotal gastrectom- | 
ies, by the ingestion of a dry white | 
vin OINTMENT 
T. L. Althausen, Kahn Uyeya- | 
ma, and Muriel Loran, M.D.s at | 
the University of California Medi- UNSURPASSED PROTECTIVE 
cal Center, reported that the wine | AND HEALING AGENT 
more than doubled the patients’ | 
— of fats. | Soothing, lubrice:nt, anti-irritant 
The patients’ malabsorption dil- 
Salita were traced to the effects | _.___ DESITIN Desitin Ointment works hand 
of increased cholinesterase activity | a neers in hand with good medical and 
Of the pancreas. | — nursing care to keep the skin 
ESITI 
Sole M | raererae soft, supple, more resistant 
dly | to bed sores. One application 
The mold that causes athlete's foot | “= protects the skin for hours. 
has revealed its most deadly side. | 
Microbiologist George H. Scherr of 
the U niversity of illinois College for SAMPLES of Desitin Ointment— write 
of M | i 
edicine reports that the dis- DESITIN CHEMICAL COMPANY ° 812 Branch Avenue, Providence 4, R.I. 
fase may be regarded as different 
from any known disease. | 
topics FEBRUARY, 1961 
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The dark lines that appear on 
“SCOTCH” Brand Autoclave Tape 
show unmistakably that these 
containers and bundles have been 
properly autoclaved. The lines appear 
only after exposure to correct levels 
of heat and moisture in an autoclave. 
Any other heat and/or moisture 
exposure Cannot activate the tape. 


holds fast before, during and after autoclaving @ easily applied, sticks ata 
touch to paper, cloth, glass, metal m leaves no residue as with ordinary adhesive 
tapes Mm faster to use for binding than pins, string, cotton plugs ml marks easily 
—with pen, pencil, typewriter mi (note: nothing on the outside of an autoclaved 
item, of course, can guarantee sterility of the contents.) 


“SCOTCH: BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“Scotch” is a registered trademark of 3M Co. ©3M Co., 1961 
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*k Be sure you get the elastic 
bandage you order. 
ACE is made only by B-D. 


+ When it can stand up to punishment 


For greater resistance to dry heat...B-D ACE Rubber Elastic Bandage incorporates a newly 
developed, heat-resistant extruded latex rubber. As a result, ACE withstands 320° F. dry-heat 
sterilization...maintains its elasticity longer than ordinary bandages. And remember, only 
ACE provides a balanced weave of warp and woof threads to assure continuous uniform support. 


BR “ D BECTON, DICKINSON AND COMPANY - Rutherford, New Jersey 


B-D and ACE are registered trademarks. 
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just insert the INCERT 
it’s simple and safe 


‘“..in addition to being a disposable unit...{Incert] introduces a change in the O 
traditional technique of adding a medication to intravenous solutions.’’* 


Eliminates ‘‘the use of the traditional, and potentially hazardous, syringe-needs 
method...”* in parenteral therapy. 


@ No Ampules @ No Syringes @No Needles @ No Autoclaving @ No Rinsing- 
Sterile Technique Is Unbroken. 


Note these findings: 


“The Incert System of disposable vials reduces . . . air-borne contamination ... to a minimum .. 
*... the disposable vial system minimizes the potential transmission of infectious hepatitis.”* 
“There is greater accuracy in delivering a pre-measured quantity of medication.’”’* 


*Bogash, R. C.: DeLa Chapelle, N.: Sowinski, R.. and Downes, D.: Disposable ‘Type Vials for Adding Medications 
to Large Volume Parenterals, Am. J. Hosp. Pharm. /7:104 (Feb.) 1960. 


developed by 


TRAVENOL LABORATORIES, INC.< 


Pharmaceutical Products Division of 


BAXTER LABORATORIES, INC. MORTON GROVE, ILLINOIS 
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